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Peak Reticuloeytosis in 5 to 9 days 


VIRTUALLY ELIMINATES gastric irritation, 
cramping, diarrhea, or constipation. 


INDEED...best administered on an empty stomach. 


NORDSON PHARMACEUTICAL LABORATORIES, INC. 


New York 10, New York 


PAT. NOS. 2877253 ,2957806. ©coprRiGHT 1961, PHARMACEUTICA L LABORATORIES, INC. 
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RAPID HBMATOLOGICATI RESPC 


Symptoms of Depression: Anxiety, tension, 
fatigue, and somatic complaints— common symp- 
toms of an underlying depression—are frequently 
observed in everyday office patients. Therapy: A 
prescription for economical Nardil, unlike some 
tranquilizers which may deepen or mask depres- 
sion, will relieve the anxiety and tension symptoms 
by resolving the underlying depression in 4 out of 
5 patients. Starting Rx: Because Nardil’s maxi- 
mum therapeutic benefits are usually attained with- 


A TRUE ANTIDEPRESSANT 
EFFECTIVE IN 
4 OUT OF 5 PATIENTS 


in two to six weeks, a starting Rx for 50 tablets— 
about 2% weeks’ therapy — is recommended. 
Nardil’s Safety Record: The excellent safety rec- 
ord of Nardil has been established by extensive 
clinical use, as reported in over 100 scientific 
studies and confirmed by a minimal incidence of 
toxicity in more than several hundred thousand 
patients to date. 

Full dosage information, available on request, 
should be consulted before initiating therapy. 


MORRIS PLAINS, 


brand of phenelzine dihydrogen sulfate 
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without steroids 
this arthritic miner 
might still be spoon-fed 


On METICORTEN, he has worked steadily 
for six years with no serious side effects 


J. G.’s rheumatoid arthritis started in 1949 with 
severe and unremitting pain in his shoulders. 
Later, his wrists, elbows, feet and hands became 
involved with swelling and loss of function. By 
1951, when he was 45, the patient was helpless 
and had to be fed and dressed by his wife. He 
was frequently hospitalized during the next three 
years. Hydrocortisone failed to make any change 
in his condition. 


On April 2, 1955, the 
patient was placed on 
METICORTEN and im- 
proved promptly. Two 
weeks later he stated, “I 
feel very well now.” He 
was able to go back to 
work as a mine electri- 
cian that year and had no difficulty driving a car. 


For the past six years, he 
has been maintained on 
METICORTEN 5 mg. two 
or three times a day. 
There have been no side 
effects. The patient has 
not lost any work time, 
nor has he had to limit 
his activities in any way. 


Case history courtesy of Joel Goldman, M.D., Johnstown, Pa. 


These photographs of Dr. Goldman’s patient were taken on 
November 10, 1960. 
METICORTEN,® brand of prednisone. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 


Up-to-date... 


Saunders Books 


Practical . . . Authoritative 


GUYTON —TEXTBOOK OF MEDICAL PHYSIOLOGY 


New (2nd) Edition—Physicians will welcome this 
thoroughly revised text for its clear presentation of the 
functioning of the body and its component parts. Em- 
phasis is on the automaticity of life processes with the 
human body presented as a single functioning organism 
controlled by a myriad of regulatory systems. Principles 
of control theory are discussed by using specific bodily 
mechanisms to illustrate the various controls. Rather than 
give equal weight to all theories which attempt to explain 
the mechanisms of a particular system, Dr. Guyton selects 
that theory which best fits both physical principles and 
a functioning system. Contradictory theories are presented 


BECKMAN — PHARMACOLOGY 


New (2nd) Edition—Here is complete, current cover- 
age of drug therapy in easy-to-use format. Drugs are 
classified by their action. rather than by the type of dis- 
ease against which they are effective. Organized according 
to logical physiologic units, the book progresses through 
discussions of drugs that stimulate or depress muscle— 
drugs relating to the blood, such as those that lessen 
coagulability, those that combat hemorrhage—drugs af- 
fecting the central nervous system, including those that 
lessen pain, those that quiet and put to sleep, those af- 
fecting moods and behavior—drugs affecting vision, etc. 
Important individual drugs are used as examples and are 
handled consistently throughout. The principle action of 


in small type, with the author’s reasons for rejecting them, 


More than 120 physiologists aided Dr. Guyton in making 
this new edition virtually a new book. Their comments 
on the original text plus the author’s rewriting have 
simplified the presentation of complicated physiological 
mechanisms. In addition, there is a new chapter on 
physiology of infants and three new chapters on endo- 
crinology and the physiology of reproduction. 

By Artruur C. Guyton, M.D., Professor and Chairman of the Department 
of Physiology and Biophysics, University of Mississippi School of Medicine, 


1181 pages, 7” x 10”, with 774 illustrations. $15.50 
New (2nd) Edition—Just Published! 


The Nature, Action and Use of Drugs 


each drug is beautifully described. Types and degrees of 
toxicities are clearly set forth with appropriate warnings. 


Based on suggestions from authorities the world over, 
this new edition is a thorough revision. Almost every 
page reflects significant changes and additions. Included 
are the latest pharmacologic advances in such agents as 
the tranquilizers, antibiotics, the chlorothiazide analogues, 
other diuretics, anesthetics and analgesics. 

By Harry Beckman, M.D., Chairman, Departments of Pharmacology, 
Marquette University Schools of Medicine and Dentistry; Consulting Physi- 


cian, Milwaukee County General Hospital and Columbia Hospital; Editor, 
Year Book of Drug Therapy. About 832 pages, 7” x 10”, with about 126 


illustrations. About $15.00. 
New (2nd) Edition—Just Ready! 


CUTTER —A HISTORY OF MIDWIFERY 


This fascinating account of the development of midwifery 
is a reprint of the first 190 pages of the famous 3-volume 
Curtis’ “Obstetrics & Gynecology” first published by 
Saunders in 1933. Now available as a bound book, this 
delightful monograph has a new Foreword by Dr. Henry 
R. Viets. Dr. Cutter, the author, relates the story of mid- 
wifery by sketching the experiences of the doctors who 
shaped its course from 14th century England to 19th 
century America. Coverage includes early clinical mid- 
wifery in Great Britain, France and Germany, the advent 
of cellular pathology, gynecologic practices in America. 


An interesting account of the development of forceps re- 
flects the advances—and the setbacks—that marked the 
progress of these early obstetricians. The current use of 
disinfectants and sterilizers is traced back to early 
searches for a means of preventing or curing dreaded 
puerpural fever. Illustrations of authors, their manuscripts 
and the instruments they used throw further light on this 
fascinating phase of medical history. 

By the late I. S. Currer, M.D., Reprinted from Curtis’ Obstetrics and 


Gynecology with a new Foreword by Henry R. Viets, M.D. About 200 
pages 61%” x 914", illustrated. About $5.50. 
Reprint—Ready April! 


W. B. SAUNDERS COMPANY west Washington Square, Philadelphia 5, Pa. 
O R D E R Please send and charge my account: JAOA 2-61 
(1) Guyton—Textbook of Medical Physiology ..........---ssseeeseecceecceeeeeecececsens $15.50 
Beckman—Pharmacology About $15.00 
FORM Curtis-Cutter—A History of Midwifery ...... About $ 5.50 
Name 
Address_ Zone State 


A New Major Medical Resource 


ALDACTONE 


ALDACTONE is a new classic step forward in the treat- 
ment of severe and resistant edema, achieving hith- 
erto unmatched efficacy in relieving this condition. 

A typical case history illustrates the extent to which 
Aldactone can supplement and advance established 
medical resources for treating edema and ascites. 


Report of a Case* 


Mrs. L. S., 44, was admitted to the hospital on April 
17, 1959, with massive ascites, 3-plus edema of the 
legs and moderate pulmonary congestion. Three pre- 
vious admissions had established that she had rheu- 
matic heart disease with cardiac enlargement, atrial 
fibrillation and mixed valvular lesions. 

She was placed on a regimen of bed rest, digitalis 
and 0.5 Gm. of sodium daily. On treatment which in- 
cluded mercurials parenterally, hydrochlorothiazide, 
KCl, NH,Cl, aminophylline, prednisone, acetazolea- 
mide and lysine monochloride the patient lost 15 


(Brand of Spironolactone) 


For Relief of Intractable Edema 


pounds, but her ascites did not diminish noticeably 
and her weight remained within the range of 130 to 
135 pounds from May 1 to May 30. 

On May 30, 100 mg. of Aldactone q.i.d. was added 
to her regimen. Progressive and continuous diuresis 
followed. Weight dropped from 130 to 107 pounds, 
her normal weight. The patient was discharged on 
June 14 completely free from ascites and peripheral 
edema. 

She was maintained on digitalis and hydrochloro- 
thiazide and had no further weight gain until Decem- 
ber 1959. She was then given 400 mg. of Aldactone 
daily for five days and again achieved dry weight, 
which was maintained as of February 1960. 
SUPPLIED: Aldactone (brand of spironolactone) is sup- 
plied as compression-coated yellow tablets of 100 mg. 
Klass, A.: Cur. Therap. Res. 2:322 (July) 1960. 

c. p. SEARLE & co., Chicago 80, Illinois 
Research in the Service of Medicine 
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Geriliqu 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 

e Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 

@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times dally before meals. 
Supplied: 8 oz. botties. 72260 


LAKESIDE LABORATORIES, INC. 
’ Milwaukee 1, Wisconsin 
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1960. 2. Yu, T. F,, Burns, J. J., and Gutman, A. B.: Arth. & Rheumat. 
- 9:532, 1958. 3. Kersley, G. D., Cook, £. R., and Tovey, D. C. J.: Ann. 


_linica experience has demonstrated that Anturane_ 


the progress 


ty 
‘sustained, 
unicosuric ‘action 


-cosuric agent such as Anturane in preventing accumu-— 
lation of the urate deposits responsible for chronic 


fot only prevents formation of new urate deposits, but 


References: 1. Seegmilter, J. E., and Grayzel, A. 1.: J.A.M.A. 173:10 


Rheumat. Dis. 17:326, 1958. 4. Gutman, A. B., and Yi, T. F.: Bull. 
oe Acad. Med. 34:287, 1958. 


and contraindications available on request. 


turane™™., brand of sulfinpyrazone: Scored tablets of 100 
bottles of 100. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
rdsley, New York 


4 
i 
existing tophi.2 With reduction in hyperuricemia, 
and severity of acute attacks are reduced,? | 
__the mobility of affected joints is improved,* and linger- Bi ae 
joint pain is relieved.24 i] 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT” is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1958. 8. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


Ceoomaus) PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 
Columbus 16, Ohio 


References: 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b.i. d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 
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BUFFERIN 


a basic drug in the management of 


ARTHRITIS 


y Crusis all of the newer so-called “miracle drugs,” salicylates still 


remain the most effective antirheumatic and analgesic agents in the treat- 
ment of 


e C Most of the patients seeking relief of symptoms are usually in 
the stage of exacerbation and remission, with only slight deformities. 
...In that group, the best results are obtained from a combination of 
salicylates and steroids in addition to physical therapy. Bufferin is given 
in varying doses until maximum results have been 


vg ~ . . Bufferin should be taken on arising to overcome stiffness, and 
the dose should usually be repeated before each physical therapy pro- 
cedure to prevent excessive pain. Two tablets of Bufferin are also taken 
at bedtime to reduce pain, thus allowing the individual to fall asleep. 99 4 


*Paul, W. D.: Rehabilitation in Rheumatoid Arthritis, South. M. J. 53:492 (April) 1960. 
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Why Esidrix alone often lowers \ 
blood pressure satisfactorily t 


A number of investigators'* have reported that 
Esidrix alone reduces blood pressure — even in 
patients without edema. One possible explanation 
for this antihypertensive effect is the following: 
Histologic studies of rats show that there is an in- 
creased water concentration in hypertensive arteri- 
oles which causes swelling of the arteriolar wall and, 
as a result, narrowing of the lumen and increased 
flow resistance.** By depleting excess salt and water 
from “water-logged” arteriolar walls, Esidrix in- 
creases lumen size and significantly decreases flow 


Normal arteriole 


resistance. 


Schematic drawings show dimension of a normal arteriole 
and a hypothetical “water-logged” arteriole, the wall of 
which is thickened to about the same degree as the walls of 
hypertensive arterioles in histologic muscle preparation of — 

rats.5 The decrease in lumen size in the “water-logged” arte- “Water-logged” arteriole 
riole would increase flow resistance 54 per cent.5 


"(Adapted from Tobian and Binion®) ( 


References: 1. Calesnick, B.: Clin. Med. 6:613 (April) 1959. 2. Vertes, V., and Sopher, M.: J.A.M.A. 170:1271 (July 11) 1959. 3. Meltzer, 
L. E., Eichner, L. G., Ural, E., and Kitchell, J. R.: Am. J. Cardiol. 4:741 (Dec.) 1959. 4. Bryant, J. M., Schvartz, N., Roque, M., Fletcher, : 
L., Fertig, H., and Lauler, D. P.: To be published. 5. Tobian, L., Jr., and Binion, J. T.: Circulation 5:754 (May) 1952. 6. Goldberger, E.: | 
Am. J. Cardiol. 3:259 (Feb.) 1959. 7. Dennis, E. W.: Clinical report to cisa. 8. Borhani, N. O., in Moyer, J. H. (Editor): Hypertension, The 
First Hahnemann Symposium on Hypertensive Disease, W. B. Saunders Company, Philadelphia, 1959, p. 549. 2/2878mK 
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Why Esidrix improves response 
to other antihypertensive agents 


Errect oF Esiprrx COMBINATION AND CHLOROTHIAZIDE COMBINATION 
ON AVERAGE BLoop PREssURE LEVELS 


Average Standing Blood Pressure Levels 
(Average of 11 patients) 


Average Supine Blood Pressure Levels 
(Average of 11 patients) 


159 


5 
(Adapted from Dennis? ) 


Supplied: Eswrix Tablets, 50 mg. (yellow, scored) and 25 mg. (pink, scored). Also avail- 


able: Estprrx-K Tablets (white, coated), each containing 25 mg. Esidrix and 500 mg. 
Complete information about Esidrix and Esidrix-K sent on request. j i i xX 
Antihypertensive and Antihypertensive Potentiator , 
th 4h}. tA. 


potassium chloride. 


Chlorothiazide Esidrix Chlorothiazide Esidrix 
combination combination combination combination 
m systolic 180 
= diastolic 
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In many hypertensive patients, 
excess fluid and sodium in the 
arteriolar environment keep 
constricted blood vessels from 
dilating fully in response to anti- 
hypertensive therapy. By elimi- 
nating and redistributing excess 
fluid and sodium, Esidrix makes 
the vasculature more sensitive to 
other antihypertensive agents, 
thus enabling blood vessels to 
dilate to near-normal limits. 
Esidrix is frequently more effec- 
tive in this respect than related 
compounds. For example, sub- 
stitution of Esidrix for chloro- 
thiazide in antihypertensive regi- 
mens often brings blood pressure 
closer to normotensive levels.”* 


SUMMIT-NEW 


® 
CIBA) 


; 
wig 
= 
. 
; 
if 
if 
if 


AN AMES CLINIQUICK” 


CLINICAL BRIEFS FOR MODERN PRACTICE 


WHAT MECHANISM MAY EXPLAIN THE RESPONSE OF 
MATURITY-ONSET DIABETICS TO A COMBINATION 
OF INSULIN AND ORAL THERAPY IN CASES WHERE 
NEITHER OF THESE ALONE ACHIEVES SATISFACTORY 
CONTROL? 


Oral hypoglycemic agents stimulate endogenous insulin production, while 
supplementary exogenous insulin tends to rest the pancreas. Thus, patients 
with pancreatic reserve insufficient to respond to a oral agent alone may 
profit from combined treatment.! Resistance to exogenous insulin alone 
may be due to insulin-inhibiting mechanisms, such as antibodies.!:2.3 The 
sparing effect of oral hypoglycemic agents on exogenous insulin may be 
due to increased endogenous insulin production to which there are no 
antibodies.! 


Sources: (1) Volk, B. W., and Lazarus, S. S.: Am. J. M. Sc. 237:1, 1959. (2) Berson, S. A. 
et al.: J. Clin. Invest. 35:170, 1956. (3) Colwell, A. R., and Weiger, R. W.: J. Lab. & 
Clin. Med. 47:844, 1956. 


in the treatment of diabetes... 
companion products for better control 


...0f GLYCOSURIA ...of KETONURIA 


color-calibrated 


CLINITEST ACETEST 


BRAND Reagent Tablets BRAND Reagent Tablets 


the standardized urine-sugar test for reli- specific for ketones 

able quantitative estimations one drop of urine...a few sec- 
standardized readings, “plus” system, sen- onds...detects both acetoacetic 
sitivity acid and acetone 


AMES SO SIMPLE...AND REASSURING...FOR THE DIABETIC TO 
TEST ROUTINELY FOR BOTH SUGAR AND KETONES! 


83560 


| | 

| 


the fi mily, oo fast... 


...does she know that only you can help? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Ortho-Gynol or Ortho-Creme with a diaphragm assures her the best avail- 
able contraceptive protection. Accurate tests* for spermicidal potency, as well as years of 
clinical use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. 
The choice between Ortho-Gynol and Ortho-Creme is one of individual esthetic preference. 


Ortho-Gynol Ortho-Creme 


vaginal jelly vaginal cream 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 


WHENEVER A DIAPHRAGM IS INDICATED 
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FACTS ABOUT MER/29 


how MER/29 
differs from other 1 
cholesterol-lowering 
measures... 


( TISSUE SERUM 


OTHER MEASURES 


There is no evidence 

that tissue cholesterol is 
reduced even in the face of 
serum cholesterol reduction. 


effect on 
body pool 
of 
cholesterol 29 


Studies in patients have 
demonstrated a reduction of 
approximately 40% of tissue 
cholesterol, as well as a 
significant reduction of the 
total sterol pool. 


... the first cholesterol-lowering agent to inhibit the formation of cho- 
lesterol within the body, reducing both tissue and serum cholesterol 


... the only specific cholesterol-lowering agent: no demonstrable inter- 
ference with other vital biochemical processes reported to date; 
toleration and absence of toxicity established by more than 2 years 
of clinical investigation 


. .convenient dosage: one 250 mg. capsule daily before breakfast 
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and how 
these differences 
can benefit 
your patients: 


particularly those with high cholesterol levels, 
coronary artery disease, and generalized 


MER/29 REDUCES CHOLESTEROL IN 8 OUT OF 10 PATIENTS: MER/29 
reduces both serum and tissue cholesterol, irrespective of diet. Although some physi- 
cians prefer to use MER/29 in conjunction with controlled diets, cholesterol can be 
reduced successfully without such limitation. 


CONCURRENT BENEFITS REPORTED IN SOME PATIENTS: In angina 
patients, some of the concurrent benefits reported include decreased incidence and 
severity of attacks, improved ECG patterns, diminished nitroglycerin dependence, and 
increased sense of well-being. 


DIRECT, SPECIFIC CHOLESTEROL-LOWERING ACTION WITH 
MER/29: Some agents used to reduce cholesterol have other important primary effects 
— such as hormonal or vasodilator action. The primary, the vals known function of 
MER/29 is to reduce cholesterol. 


MER/29 HAS PRODUCED FEW SIDE EFFECTS, NO TOXICITY: Patients 
have been treated with MER/29 for continuous periods up to 19 months. In no 
case has there been evidence of serious toxic effects on the function of any vital organ 
or system. Side effects (nausea, headache, dermatitis) are rare and have usually been 
associated with dosages greater than those recommended for effective therapy. 
MER/29 is compatible with other cardiovascular therapies. It can be used along with 
measures which control anxiety, hypertension, obesity, and other conditions associ- 
ated with cardiovascular disorders. These include nitroglycerin and PETN, and there 
have been no reports to date of incompatibility with anticoagulants. 

CAUTION: Since long-term MER/29 therapy may be necessary, periodic examinations, includ- 
ing liver-function tests, are desirable. Also, since MER/29 inhibits cholesterol biosynthesis, and 
cholesterol plays an important role in the development of the fetus, the drug is contraindicated 
in pregnancy. 

SUPPLIED: Bottles of 30 pearl gray capsules. 
Complete bibliography and product information available on request. 


MER/29 


(triparanol ) 


ll The Wm. S. Merrell Company 
rar Division of Richardson-Merrell Inc. 
Cincinnati, Ohio Weston, Ontario Trademark: MER/29® 
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The Pregnan 


- and a natural way to meet her special need for calcium 
-with low-calorie Carnation Instant 


Drinking enough milk during pregnancy to 
assure sufficient calcium has posed the prob- 
lem of unwanted fat calories — till recently. 

Now a natural way to help assure your 
patients’ good calcium and nutritional status 
is the excellent new food — new Carnation 
Instant Nonfat Dry Milk mixed 25% over- 
strength. 

One-third cup extra crystals per liquid 
quart when mixing provides 25% more cal- 


cium, protein, and B-vitamins than ordinary 
nonfat milk. Because your patients can add 
this additional amount of 
Carnation Instant Nonfat, 
they get needed nutrition— 
without excessive calories. 
It’s richer, more delicious fla- 
vor is a natural way to extra 
nutrition they will enjoy. 
Costs them only 12¢ a quart. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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ANNOUNCING— 

SPECIFIGALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL® 


sodiun oxypheny] penicillin 
FOR 


| UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 

STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 


NEW SYNTHETIC PENICILLIN» 
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OrFiciAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin) , equivalent to 900 mg. dimethoxypheny! penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 


penicillin G rather than STAPHCILLIN. Treponemal infections should. 


be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 


mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
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OrFIcIAL PAacKAGE CircuLaR (continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 mcg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 

During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STaPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy. appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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NEW SYNTHETIC PENICILLIN FOR “RESISTANT” STAPH 
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Specifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 


i the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 

iv Unlike other penicillins: 

> | SrapuciLin is effective because it retains its antibacterial activity despite the pres- 
= ence of staphylococcal penicillinase. 

= ) The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
< a wide variety of infections due to “resistant” staphylococci, many of which were serious 
and life-threatening. 


Like other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 
penicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STapHcILLIN. If you desire 
additional information concerning clinical experiences with STAPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 


BRISTOL LABORATORIES * SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 


outstanding 
nutritional 
researc! 
achievement 


MAZOLA 


U.S. Pat. No. 2,955,039 


MazoLa Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and low in 
saturates—making it an ideal dietary adjunct in the man- 
agement of serum cholesterol. It contains 2 to 3 times as 
much natural linoleic acid as any other margarine readily 
available in grocery stores from coast to coast, and 5 to 8 
times as much as butter, It contains no dairy or animal 
fats, no coconut oil, and no cholesterol. 


MazoLa Margarine is indistinguishable from other 
quality margarines as to taste, aroma and handling 
characteristics. Thus, it can be part of the regular diet 
for the whole family, including the hypercholesterolemic 
patient. The major ingredient in Mazo_a Margarme — 
liquid Mazota Corn Oil—is NOT hydrogenated, thereby 
preserving its rich content of linoleates. 


Send for free booklet: 
“Recent Advances in the Dietary Control 


of Hyperch 


MARGARINE 


scientifically formulated with 
pure liquid non-hydrogenated 
MAZOLA Corn Oil. 


The average daily intake, two ounces or 56.8 Gm. 
(4 tablespoons) of MAZOLA Margarine, supplies 


Linoleic acid 12 Gm. 
Oleic acid 23 Gm. 
Saturated fatty acids 8 Gm. 
Plant sterols (sitosterols) 215 mg. 
Natural tocopherols 30 mg. 
Vitamin A 1870 USP units 
Vitamin D 250 USP units 
Calories 415 


Available in the refrigerator sections of grocery 
stores in the same general price range as other 
premium quality margarines, in 1-lb. packages (four 
Y% Ib. sticks). 


BEST FOODS :- Division of Corn Products Co., NEW YORK 22, N.Y. 


4 
Cross: section, atherosclerotic artery. : 
if 
if 
| 
if 
| { 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


A22 


IN ACNE 
smooth 
the skin— 
the patient. 


Use of pHisoHex for washing the skin aug- 
ments any other therapy for acne — brings 
better results. Now, pHisoAc Cream, a new 
acne remedy for topical application, sup- 
presses and masks lesions — dries, peels and 
degerms the skin. Together, pHisoHex and 
pHisoAc provide basic complementary topical 
therapy for acne. 

pHisoHex, antibacterial detergent with 3 per 
cent hexachlorophene, removes soil and oil 
better than soap — provides continuous de- 
germing action when used often. pHisoHex is 
nonalkaline, nonirritating and hypoallergenic. 


When pHisoAc Cream is used with pHisoHex 
washings, it unplugs follicles, helps prevent 


development of comedones, pustules and 
scarring. New pHisoAc Cream is flesh-toned, 
not greasy. It contains colloidal sulfur 6 per 
cent, resorcinol 1.5 per cent, and hexachloro- 
phene 0.3 per cent in a specially prepared 
base. pHisoAc is pleasant to use. 


A new “‘self-help’’ booklet, Teen-aged? Have 
acne? Feel lonely?, gives important psycho- 
logic first aid for patients with acne and 
describes the proper use of pHisoHex and 
pHisoAc. Ask your Winthrop representative 
for copies. 


pHisoAc is available in 1144 oz. tubes and 
pHisoHex is available in 5 oz. plastic squeeze 
bottles and in bottles of 16 oz. 


New York 18, N. Y. 


pHisoHex’ and pHisoAc for acne 


trademark 


: 
: 
er. 
A 


enstrual cramps 
without | 


lsoxsuprine hydrochloride, Mead Johnson 


relieves uterine spasm and hypermotility by direct relaxant action on uterine muscle* 
proved effective clinically with a low incidence of side effects* 


dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 tablets) three or four times daily 24 to 72 hours prior to 
expected onset of menstruation. Continue until pain has been averted. 


supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls (6 mg./cc.) for intramuscular use, boxes of 6, 


*Voulgaris, D. M.: Obst. & Gynec. 75:220-222 (Feb.) 1960. 
11560 


Mead Johnson 


Symbol of service in medicine 
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introducing 


a 4 a completely new 


water-soluble salt 


of FURADANTIN 


FURADANTIN 
SODIUM 


for Intravenous Use 


where oral medication is not feasible 


for treating 

genitourinary infections, such as 
pyelonephritis, pyelitis, cystitis, prostatitis 
systemic, bacterial infections, 

when indicated, has been 


lifesaving in certain instances 


| >= 
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(COPY OF PACKAGE INSERT, JANUARY, 1961) 


FURADANTI N° 


brand of nitrofurantoin 


SODIUM 
STERILE 


For Intravenous Use 


ACTIVE INGREDIENT: Each vial contains suffi- 
cient material to permit withdrawal of 180 mg. 
Furadantin, as the sodium salt. 


Furadantin Sodium is a synthetic antibacterial 
agent, one of the antimicrobial nitrofurans, having 
the following structure: 


CHe—C=0 


O,N- | | -CH=N-N _ N-Na 
Noted 
6 


1-(5-nitrofurfurylideneamino)-hydantoin sodium 


INDICATIONS: The antibacterial spectrum of 
Furadantin encompasses gram-negative organisms 
such as E. coli, K. pneumoniae and certain strains 
of Proteus sp., Pseudomonas sp., and Aerobacter 
sp.; as well as gram-positive organisms such as 
staphylococci, streptococci, pneumococci, Clostrid- 
ium sp., B. subtilis. 


Furadantin Sodium is indicated in genitourinary 
infections such as pyelonephritis, pyelitis, cystitis 
and prostatitis, when the oral form is not feasible. 
It is also indicated in systemic bacterial infections 
with the exception of septicemias (bacteremias) 
unless other therapy has failed or until further 
work has demonstrated its activity in this condition 
- caused by organisms sensitive in vitro to Furadantin. 


In genitourinary tract infections, peroral therapy 
should replace intravenous when possible. It is not 
intended to replace surgery when mechanical ob- 
struction or stasis is present. 


ADMINISTRATION AND DOSAGE: The crystals 
must be dissolved just prior to use as follows: Add 
15 cc. of 5% Dextrose Injection, U.S.P., or Sterile 
Water for Injection, U.S.P., to the vial of dry sterile 
Furadantin Sodium. Empty the syringe forcefully. 
Shake well to insure complete solution. 
FURTHER DILUTION IS REQUIRED 
BASED UPON THE PATIENT'S WEIGHT: 

Patients weighing over 120 pounds. The recom- 
mended dose is 180 mg. of Furadantin in 500 cc. of 
diluent, twice daily. This is prepared as follows: 
Withdraw the solution of 180 mg. of Furadantin 
from the vial and add it to 500 cc. of 5% Dextrose 
in water, 5% Dextrose in Saline, Normal Saline or 
1/6 molar Sodium Lactate intravenous solution. 


This final solution is to be given by intravenous 
drip at the usual rate. 


Patients weighing under 120 pounds. The recom- 
mended dose is 3 mg./lb. of body weight per day 
divided in two equal doses. This is calculated on 
the basis that when the Furadantin Sodium in each 
vial is dissolved in 15 cc. of diluent, each cc. of 
solution represents 12 mg. of Furadantin. To pre- 

are the final solution, each cc. of the initial 
uradantin dilution should be added to a minimum 
of 33 cc. of parenteral fluid. 


CAUTION: In the presence of impairment of 
renal function or acidosis administer Furadantin 
Sodium intravenously with caution as with any po- 
tent antibacterial agent. If employed under such 
circumstances the blood pH, COe content or com- 
bining power and urea nitrogen or non-protein 
nitrogen should be followed closely. 


The occurrence of a few cases of hemolytic anemia 
during Furadantin therapy has appeared in the 
literature.* A small percentage of Negroes and 
ethnic groups of Mediterranean and Near-Eastern 
origin has an intrinsic abnormality of the red blood 
cells. As a result, hemolysis may occur with fava 
beans and certain drugs, such as primaquine. Thus 
it is advisable to closely observe such patients re- 
ceiving Furadantin and to discontinue its adminis- 
tration if there is any indication of this condition 
developing. 


SIDE REACTIONS: If nausea or emesis occur, 
these may be minimized by slowing the rate of ad- 
ministration, or by decreasing the dosage. 


Sensitization occurs rarely in the form of an erythe- 
matous, maculopapular cutaneous eruption or urti- 
caria. This is readily controlled by discontinuing 
treatment. 


Occasionally a patient may show minor side reac- 
tions such as headache or malaise. No stomatitis, 
colitis, proctitis, anal pruritus or renal toxicity, 
have been reported with Furadantin Sodium. 


PACKAGING: Sterile 20 cc. vials, containing one 
adult dose of crystalline sterile Furadantin Sodium 
(equivalent to 180 mg. of Furadantin). 


CAUTION: Federal Law prohibits dispensing 
without prescription. 


NOTE: DO NOT ADMINISTER INTRAMUSCULARLY. 
DO NOT USE WITHOUT DILUTING. MIX JUST PRIOR 
TO USE. 

* West, M.,and Zimmerman, H. H.: Hemolytic Anemia in Patient 
Receiving Nitrofurantoin (Furadantin), J.A.M.A. 162 :637 (Oct. 
13) 1956. Kimbro, E. L., Jr.; Sachs, M. F.; and Torbert, J. V. 


Jr.: Mechanism of Hemolytic Anemia Induced by Nitrofuran- 
toin (Furadantin), Fed. Proc. 16:312 (Mar.) 1957. 


EATON LABORATORIES 
Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 


THE NITROFURANS —a unique class of antimicrobials 
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YOUR OWN WIFE WERE 


SPONTANEOUS ABORTER 
WOULD YOU DO, DOCTOR? 


1,425 physicians answered this question 
by treating abortion-prone women in their own 
families with Hesper-C Prenatal. 1.248 successful 
pregnancies (87.6%) resulted." 

Fetal salvage rates as high as 95% have been 
achieved when hesperidin complex and ascorbic 
acid (as provided by Hesper-C Prenatal) were 
administered with the usual vitamin and 

mineral supplementation.?* 


Hesper-C Prenatal (hesperidin complex, ascorbic 
acid plus vitamin-mineral supplementation) 
provides an established therapy for the 
restoration and maintenance of capillary integrity. 
It thus helps protect the habitual aborter and 
every pregnant woman against the decidual 
bleeding and spontaneous abortion triggered 

by capillary fragility. 


1. Reports on file at The National Drug Company; data 

available on request. 2. Javert, C.: Obst. & Gynec. 3:420, 

1954. 3. Greenblatt, R. B.: Obst. & Gynec. 2:530, 1953. ge, 


Prenatal 


a precaution in every pregnancy 
a necessity in habitual abortion 


Division of Richardson-Merrell Inc. 
In) THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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After a night of deep, refreshing sleep — this is the promise of Noludar 300. One capsule at 
bedtime acts quickly...eases your patient into sleep without pre-excitement, gives up to 6 or 
8 hours of undisturbed sleep without risk of habituation, without toxicity or even minor side 
effects. Try Noludar 300 for your next patient with a sleep problem. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 


brand of methyprylon 800-mg capsules 


| 
} 
New Jersey i 
Roche Inc + Nutley 10, _- 
nn-La 
Rial |] ROCHE LABORA 


“Crash diets” and “food substitutes’ may 
reduce weight dramatically, but the greatest 
need is physician supervision for the remolding 
of indulgent eating habits. 


Obedrin and the 60-10-70 Menu Plan pro- 
vide supportive medication and a balanced 
eating plan under your supervision. 


FORMULA: Tablets and Capsules 


Pentobarbitai ....... 20 mg. 
Ascorbic Acid ....... 100 mg. 
Thiamine Mononitrate. . . 0.5 mg. 
Riboflavin ......... 1 mg. 
Nicotinic Acid (Niacin). . . 5 mg. 


THE S.E. MASSENGILL COMPANY 
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“sure...| used a crash diet... lost five pounds 
and now I've gained it all back!” 


but bring weight down 
and keep down... 


and the 60-10-70 Menu Plan 


Obedrin 60-10-70 Menu will Calorie counting? 

you successfully treat patients who must reduce , . 
excess pounds and maintain optimum weight. Not with the 60-10-70 Menu Plan; 
Obedrin aids in curbing abnormal food cravings and yet it assures balanced food intake 


facilitates establishment of correct eating habits. with sufficient protein and roughage. 
Dosage can be individualized so appetite will be de- 

pressed at peak hunger periods. And Obedrin is the Write for 

ideal support with its 60-10-70 MENU PLANS, WEIGHT 
e Methamphetamine — proved anorexigenic and CHARTS AND SAMPLES OF OBEDRIN. 


mood-lifting effects 
e Pentobarbital—balancing agent to guard against 


excitation Supplied: 
¢ Vitamins B, and B, plus niacin—effective diet Tablets and capsules—bottles of 100, 
supplementation 500, and 1,000. 


e Ascorbic Acid—aid for mobilization of tissue fluids 


Bristol, Tennessee *« New York « Kansas City « San Francisco 
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“crash diets’ 
do not solve the basic patient problem: 
habitual overeating 


In the treatment of chronic obesity, ‘‘fad diets” are not the 

answer. Your patients may suffer adverse somatic as well as psychic 
effects from alternating weight loss and gain. 

At the conclusion of a “crash-diet” program, the patient often 
falls back into familiar habits of overeating. The problem, 
therefore, remains the same. 


The process of eliminating pounds in the chronically obese 
should be gradual. To accomplish this, obviously, new patterns 
of eating must be established. 


BAMADEX tablets help the patient be satisfied on a diet which will 
cause him to lose weight. BAMADEX tablets combine two specific agents 
to overcome the habitual overeating in the chronically obese... 

the outstanding appetite suppressant, d-amphetamine, balanced with 
the tranquilizer, meprobamate. BAMADEX tablets help the recalcitrant 
patient keep within his prescribed caloric limits. It does this by 
curbing between-meal hunger, fatigue, nervousness, insomnia, and 
dizziness, which may lead to failure in diet reduction. 


am them 
| to help themselves 
4 to less! 


meprobamate with d-amphetamine sulfate Lederle TABLETS 


BAMADEX Tablets: Hach coated tablet (pink) contains: d-amphetamine 
sulfate, 5 mg.; meprobamate, 400 mg. dosage: 1 tablet one-half to one hour 
before each meal. Higher dosage may be required in certain cases. 

precautions: Use with caution in patients hypersensitive to sympathomimetic 
compounds, who have coronary or cardiovascular disease, or who 

are severely hypertensive. supplied: Bottles of 100 and 1,000. 


LEDERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 


JOURNAL A.O.A., VOL. 60, FEB. 196: 


4 
| 
j 
ay 
| 
{ 
@ 
j 
i 
i 
| 
Lave 


in the “ulcer prone” am 
in the ulcer patient 


...What good are antacids if the ache is still there? 


| 
(2 teas 
Alumir 
Sodiun 


much more than an antacid 


blocks all three sources of 
pre-ulcer and ulcer pain 


Antacid relief is only partial, because 
acid causes only part of your patient’s 
discomfort. In almost every case, he 
suffers with painful G. I. spasm, too. 
Kolantyl stops it. Of course, most 
antacids will soothe irritated mucosa. 
Kolantyl, however, does more... helps 
prevent further erosion, promotes 
healing. And when you prescribe 
Kolantyl, your patients will take 
it gladly. You see, Kolantyl 
tastes extra good. 

Dosage: 1 tablespoonful or 
2 tablets, every three 


hours, as needed. 


Formula: Each tablet or 10 cc. Gel 
(2 teaspoonfuls) contains: 

Bentyl (dicyclomine) Hydrochloride 5 mg. 
Aluminum Hydroxide Gel, Dried......400 mg. 
Magnesium Oxide, Heavy......s:.sssssessses 200 mg. 
Sodium Lauryl Sulfate. 25 mg. 
Methylcellulose 


: 
THE WM. S. MERRELL COMPANY Cincinnati, Ohio /St. Thomas, Ontario 
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A new 


‘therapy 


-nonhormonal, anti- ‘inflammatory, 
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Inflammation takes flight 


Specific anti-inflammatory agent 


Remarkably useful in a wide variety of inflammatory Rheumatoid arthritis, spondylitis, osteoarthritis? 
conditions, including: 


Acute superficial thrombophlebitis®7 


Painful shoulder! (peritendinitis, capsulitis, bursitis, 
and acute arthritis of that joint) 


Severe forms of a variety of local inflammatory 
conditions®:91° 


Availability: 
Round, tan, sugar-coated tablets of 100 mg. in 
bottles of 100 and 1000. 


With specific clinical advantages 


more specific than steroids—Acts directly on the The physician should be thoroughly familiar with the 

inflammatory lesion without altering pituitary-adrenal indications, dosage, side effects, precautions and 

function... without impairing immunity responses.®-1! contraindications of Tandearil before prescribing. Full 
product information available on request. 


more dependable than enzymes—Rapid and complete 


References: 


absorption, without the uncertainty of oral or buccal 1. Graham, W.: Canad. M.A.J. 82:1005, 1960. 2. Vaughn, P. P., Howell, D. S., and Kiem, 

i j 1. M.: Arth. and Rheumat. 2:212, 1959. 3. O'Reilly, T. J.: J. Irish M. A. 46:106, 1960. 4. 
enzyme therapy, or the discomfort of intramuscular Connell, J. F. Jr, and Rousselot, L. M.: Am. J. Sit 98:31,1959. 5. Brodie, B. B., et al., 
therapy.® in Contemporary Rheumatology 1956, p. 600. 6. Stein, I. D.: Ann. N.Y. Acad. Sc. 86:307, 


1960. 7. Barczyk, W., and Roth, G.: Praxis 49:589, 1960. 8. Miller, J. M., et al.: Antibio- 

tic Med. and Clin. Therap. 7:109, 1960. 9. Connell, J. F., Jr., and Rousselot, L. M.: Am. 

— * J. Surg. 97:429, 1959. 10. Summary of individual case histories submitted to Geigy. 

more potent than salicylates—Markedly superior 41. Domenjoz, R.: Ann. N. Y. Acad. Sc. 86:263, 1960. 12. Smyth, S. J.,: Ann. N. Y. Acad. 


anti-inflammatory potency of Tandearil over aspirin Sc. 68:292, 1960. 
conclusively demonstrated in long-t tri 
y demonstrated in long-term controlled trials Peeemaneationtin 
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m= active rheumatoid arthritis. Geigy Division of Geigy Chemical Corporation 
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: take Romiilar.CE. 
i His barkis 


‘worse than mine. 


ROMILAR CF will stop that cough by prompt, specific control of the cough reflex—without narcotic 
hazards or complications. Relief begins within 15 to 30 minutes, lasts for as long as 6 hours. ROMILAR CF 
treats the entire cough and cold complex — nasal and bronchial congestion, allergic manifestations, 
fever, headache and myalgia, as well as cough. Romilar® Hydrobromide- brand of dextromethorphan hydrobromide. 


Non-narcotic. No prescription required. Syrup now available in new 3-oz bottle size. Capsules in bottles of 100. 


ROMILAR 


for maximum cough relief 


BOCHE LABORATORIES » Division of Hoffmann-Le Roche !6, 
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GOMCO No. 789 PORTABLE ASPIRATING PUMP 


Like all Gomco equipment, the 789 is quality-built for 
years of trouble-free service. It is easy to clean, very sim- 
ple to operate and requires a minimum of maintenance. 


The lightweight Gomco No. 789 Aspirating Pump is sav- iS 
ing valuable time and energy in thousands of hospitals 
and clinics from coast to coast. Weighing only 16 pounds, 
it is easily carried wherever the need arises. 
The many important uses of the 789 include general post- 
operative work, removal of mucous from throats of new- 

born and for polio cases. 


Accurate regulator valve and ga provide precision con- 
trol of suction from 0” to 20” of mercury. The exclusive, 
tented Gomco Safety Overflow Valve prevents pump 
age by closing the suction system upon entry of mois- 
ture into the valve. Rubber-tired srr stands are avail- 
able if desired. 


C Ask your Gomco dealer to show you the many advantages : 
F of the 789 Aspirating Pump. He will be glad to demon- x 
strate this and any of the other Gomco units in which 
s, you may be interested. 
) GOMCO SURGICAL MANUFACTURING CORP. 
J 830-M E. Ferry St., Buffalo 11, N. Y. 
7 Distributed Outside the U.S. A. and Canada by: 
INTERNATIONAL GENERAL ELECTRIC COMPANY 

150 East 42nd Street, New York 17, N.Y. 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


e no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


WALLACE LABORATORIES / Cranbury, N. J. 
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Chux® Disposable Underpads Chix® Adult Gauze Diapers 


Controls fluid and fecal discharges while With extra absorbent center panel 
keeping bed linen clean and dry. Medi- _ offering complete protection for both 
cated to help prevent skin irritation. bedridden and ambulatory inconti- 
Available (13” x 17%” and 17%” x 24”) nents. Fits any waist size up to 44”. 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS, INC. 
A Company 


Send for free 24 page booklet “Home Care of the Incontinent” 
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consider the person who provides the care. 


These home nursing aids are available in drug departments everywhere. 


47 Worth Street, New York 13, N.Y. 


Chix® Cleaners 


Soft, disposable, fabric 
tissue. Used wet or dry 
as an ointment applicator 
or rectal wipe. 


© CM, INC. 1961 
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ETROLAT G 


UNOPENED ENVELOPE LAY BE AUTOCLAVED OF COLD SOAKED 


SIX SIZES, 


wt 


# OPEN HERE 


thousand and one uses 


The wide range of sizes of ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. gives it a thousand 
and one uses in the hospital and the office treatment room. As a pressure dressing in sur- 
gery ...an occlusive dressing in burns... an emollient dressing on dry and nonacute skin 
lesions . . . a packing in nose, eye, and ear procedures . .. here is a dressing that is conven- 
ient to use and of guaranteed, sealed-in sterility. 


144” x 72” Selvage-edged Packing 
(in disposable plastic tube) 

Packing for nose, ear canal, or eye 
socket; submucous resection, rhino- 
plasty, ocular evisceration or other 
surgical intervention, nasal hemor- 


rhage. 
1” x 36” Strip 
(in heat-sealed foil envelope) 


Circumcisions, finger dressings, hand 
surgery, podiatric applications, small- 


area burns, pilonidal cysts, small 
packings. 

3” x 9” Strip, and 3” x 3” Pad 
(in heat-sealed foil envelope) 


Skin grafts, colostomies, small-area 
wounds — traumatic or surgical. 


3” x 18” Strip 
(in heat-sealed foil envelope) 
Burns, dermabrasion, traumatic 


wounds, eschar removal, abrasions, 
compound fractures, amputation 


stumps, urological and proctological 
work, and many other surgical 
procedures p.r.n. 


3” x 36” Strip 

(in heat-sealed foil envelope) 

When a larger dressing is needed for 
the indications above. 


6” x 36” Strip 
(in heat-sealed foil envelope) 


Extensive burns, pemphigus, cancer 
resections, large-area wounds. 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division * Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is a registered trademark of Chesebrough-Pond’s Inc. 
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Flexible Modess Tampons 

are designed to curve 

naturally below the uterus— 

providing complete 

absorbency for all lines 

of menstrual flow. : 
Flexible Modess Tampons one 

assure your patient of more 
protection, more comfort 
and more freedom. 
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H 
| 
| 
Tz 
s Tampons 
view of vagina N 


co-ordinates action 
for smooth therapeutic control 


BUTIBEL offers an important clinical refinement in the relief of gastro- 
intestinal spasm...cu-ordination of the reliable antispasmodic and anti- 
secretory activity of extract of belladonna 15 mg. and the intermediate 
sedative action “ BUTISOL SODIUM® butabarbital sodium 15 mg. 


» Since these two components 
C) CF) haw have essentially the same duration of action, BUTIBEL 
makes possible an even, time-matched therapeutic continuity 


for balanced control of both tension and spasm, without the “cumulative 
drag’’ so many patients experience with phenobarbital. 


McNEIL LABORATORIES, INC., Phitadetphia, 32, Pa. 
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page 325 


Cumulative Index to The Journal of the 

A.0.A., Volumes 1 through 55, page 5 

Union List of Osteopathic Books Held 
ies, 


by Osteopathic Librar 


NOW...ESSENTIAL PARTNERS 
IN THE CONTROL OF EDEMA 


BRAND OF MERALLURIDE SODIUM 


BRAND OF TRICHLORMETHIAZIDE 


THE ALTERNATE OR COMBINED USE OF THESE TWO 
DRUGS NOW CAN HELP THE PHYSICIAN MEET WITH 
MAXIMAL EFFICIENCY THE DEMANDS OF DIURETIC 
THERAPY IN ALMOST ANY PHASE OR DEGREE OF 
EDEMA—ACUTE OR CHRONIC. 


MERCUHYDRIN METAHYDRIN 


DRY WEIGHT 


DAYS 


-LAKESIDE LABORATORIES, INC. 
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Where immediate diuresis is urgent, there is 
no substitute for MERCUHYDRIN’S ability to 
provide rapid return to “dry weight.” Now, 
with the introduction of METAHYDRIN, the 
most effective oral non-mercurial diuretic 
for maintenance is also available. If for any 
reason weight increases, the periodic use of 
MERCUHYDRIN in low dosage will assure 
return to dry weight and further minimize 
potassium loss. 

No single drug can provide optimal 
therapy for the management of all condi- 
tions of edema in all patients. As is well 
known, too vigorous or prolonged use of 
any one diuretic may result in disturbances 
in fluid and electrolyte balance with inter- 
ruption of therapy. METAHYDRIN may be 
used alone to initiate diuresis in the less 
critical patient or with MERCUHYDRIN to en- 
hance diuresis in the severely ill patient. In 
these conditions, and in maintenance, 
METAHYDRIN’S prolonged effect and favor- 
able ratio of sodium-to-potassium excretion 
provides maximal benefits in diuretic therapy. 


MERCUHYDRIN 


JOURNAL A.O.A., VOL. 60, FEB. 196! 


PRESCRIPTION INFORMATION 


METAHYDRIN 


Trichlormethiazide, Lakeside. New oral diuretic of the 
benzothiadiazine group for the management of edema 
and hypertension. More potent than similar diuretics 
reported to date. Effective in low dosage. Lessened risk 
of K and HCO; loss than with chlorothiazide or hydro- 
chlorothiazide. Action more prolonged than with other 
benzothiadiazine derivatives. USES: Edema in congestive 
heart failure, the nephrotic syndrome, hepatic cirrhosis, 
toxemia of pregnancy, edema caused by drugs, premen- 
strual tension, edema of pregnancy. In mild and moderate 
hypertension as primary therapy or in conjunction with 
other hypotensive agents in reduced dosage. PRECAU- 
TIONS: Patients with severely reduced renal function 
should be observed for acidosis and hyperkalemia. Dis- 
turbed glucose and uric acid metabolism or excretion 
have not been reported but may occur. Patients with 
hepatic cirrhosis or diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing adrenal 
steroids, should be observed for signs of hypokalemia, 
even though its occurrence is less likely with METAHYDRIN 
than with hydrochlorothiazide or chlorothiazide. For de- 
tailed information on indications, dosage, administration, 
precautions and side effects refer to METAHYDRIN package 
insert, SIDE ACTIONS: Nausea, flushing, mild muscle 
cramps, constipation may occur occasionally; skin rash 
rare. DOSE: Edematous states and Hypertension: 2-4 
mg. once daily after breakfast. Higher doses may be given 
initially. Individual doses exceeding 8 mg. do not increase 
diuresis. SUPPLIED: 2 and 4 mg. tablets in bottles of 
100 and 1000. 


METAHYDRIN 


PROVIDE MORE BENEFITS WITH FEWER PROBLEMS 
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MinViting 


i900 CALORIE DAILY DI 


Taste... the big difference! Now— 
from the makers of Ovaltine—for 
your weight-watching patients, comes 
a new 900 calorie food drink that 
actually tastes like something they'd 
enjoy at a soda fountain! For, new 
MINVITINE is the first delicious way 
to help patients lose weight while 
enjoying adequate nutrition. It’s a 
satisfying, well-balanced food that 
supplies the proteins necessary for 
anabolism and meets the essential 
vitamin and mineral requirements of 
the day. Mention MINVITINE to your 
weight-conscious patient. It controls 
calorie intake ... pleases the palate 
... Makes dieting easy-to-take, easy- 
to-stick-to. Three flavors: Rich Choc- 


Supplied in 8 oz. jars in handy olate, Savory Butterscotch, Real — 
powder form. 3 complete diet Coffee. All produced under the same 4 packets of individual serv- 
meals plus a snack. high standards of quality and nutri- ings in handy powder form. 


tion as famous Ovaltine, the world’s 

most popular fortified food beverage. 

To enjoy the taste while controlling 
the weight 


"™MinVitine 
"OVALTINE 


today’s delicious dietary for calorie control 
Ovaitine Food Products, a division of The Wander Company - Villa Park, Illinois 
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when your diagnosis ts menopause... 


consider that current medical opinion favors treatment 


“| know that many physicians feel that the menopause is a physiological process anj 

therapy for it is indicated....1 do not belong to this school of thought, though therap ah 
certainly be overdone. We have to bear in mind, I think, that flushes are merely one aspé por 
the menopause; irascibility, migrainoid headaches, ins 


somnia, apprehension, moods of depression and ner- 


yousness may occur without any hot flushes at all. THe 


we mustn’t forget the sequelae of the menopause, such! ei 


as senile vaginitis, pruritus vulvae, and oateoporodil 
These must be considered part of the menopauidil 


syndrome. 


*Transatlantic Telephone Symposium, The Effect of Estrogens in the Menopause, * 
Amsterdam/New York, 1959. Transcript available on request. +4 


in the menopausé—there is 
no substitute for. 


rem cogen tha imparts a“senseyof, 
Usual dosage: 1.5 mp diy or decrease 
as required. Cyclic therapy recontinended, (3 Nok Montreal, 


week regimen with 1 week rest period) >t, ayeid 
continuous stimu ation oN u 
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THIGRIDAZINE HC! 
Specific, effective tranguilizer 


3 


provides highly effective tranquilization, 
| relieves anxiety, tension, nervousness, 


ae 
Z how does Mellaril differ from cther potent tranquilizers? 
pe 
| 
0/000 
OS 


greater specificity of tranguilizing 
action results in-tewer effects 


tranquilization. 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action, 


“The most striking aspect of thioridazine [MELLARIL|] therapy is the poverty 

“In conclusion it may Be said that thioridazine is at least as effective in 
relieving psychiatric iliness as other drugs of its class. On a milligram for — 
milligram basis it has the same order of potency as chlorpromazine. In 
its low incidence of side-effects. and toxicity, itis superior to all other 
tranquilizing drugs tested. For this reason it is well tolerated by patients, 
particularly those who’are not hospitalized and who frequently discontinue 
their medication with other drugs because of dizziness, sleepiness, increased 
tension, or Parkinsonism, * 

Supply: MELLARIL Tablets; 10 mg,, 25 100-mg. 


*Kinross-Wright, J.; Newer phenothiazine drugs in treatnent of hervous disorders; WA. 7288, July 1h, 1959. 
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with sharpened mental acuity ‘s 
and restoration of normal drive ; 


ji References: 1. Carsley, S. H., and Olson, J. A.: Submitted for publication. 2. Ayd, F. J.: Current Therap. Res. 1:41, 1959. Additional bibliography: Ernst, E. M.: 
' Clin. Med. 7:1349, 1960. Bodi, T., et al.: Clin. Res. 8:72, 1960. Dunlop, E.: Submitted for publication. Grimaidi, R.: Presented at the Annual Congress of 
i Pan American Medical Association, May 6, 1960, Mexico City. Compilation of case reports received by the Medical Department, White Laboratories, Inc. 
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Fluphenazine dihydrochloride sustained-action tablets 


just one tablet daily, for all hours of the waking day 


For the patient with anxiety-induced chronic emotional PERMITIL CHRONOTABS allay anxiety, sharpen acuity 
fatigue ‘The most elusive and most frequently seen _— For the office management of chronic emotional 
form of anxiety is that of the seemingly ‘well’ patient fatigue and other manifestations of anxiety, one 
who simply complains of being tired all the time—who — pERMITIL CHRONOTAB “mitigates apathy, indiffer- 
is found to be drowning his normal energies in inde- ence, inertia and anxiety-induced fatigue”? for all the 
finable fears and tensions. When apathy and chronic hours of the waking day. i 
fatigue are part of the picture—as they so frequently 
are—barbiturates and meprobamate-type tranquilizers 
are of questionable value, since the sedative action 
of these compounds often increase fatigue and 
exacerbate the depressive undertones of anxiety.”' problems.”’ 


“The drug appears capable of controlling adequately 
the disrupting influence of anxiety so that patients 
seem able to cope more effectively with life’s 


(Graz) WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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OPTIMUM NUTRITION 
Providing all the normal 
dietary requirements 
plus a reserve for stress 
situations. 


1. Schulz, Jeanette and 
Smith, N.J.: A.M.A. J. 
Dis. Child. 95:109(1958) 

2. Josephs, H. W.: Medi- 
cine 32: 125 (1953) 

3. Recommended Dietary 
Allowances, NAS-NRC 
Publication 589 (1958) 


IRON 


For over a quarter century 
physicians have prescribed 
Baker’s Modified Milk to help 
prevent Iron Deficiency Anemia 


Milk is an excellent vehicle for administration of iron 
—absorption is high’, and digestive disturbances are 
minimized.? Baker’s Modified Milk provides 7.5 mg. of iron 
per quart of formula—a prophylactic level, safely in excess 
of the Recommended Daily Allowance.* 

Baker’s Modified Milk, made only from Grade A milk, 
contains ample protein and the RDA of vitamins. The 
butterfat has been completely replaced with well-tolerated 
vegetable fats. It is simple to prepare, economical to 
use, and is scientifically formulated to duplicate the 
nutritional results of breast milk. Powder and Liquid. 


Bakers 
MODIFICD MILK 


The prepared formula made by 


THE BAKER LABORATORIES, INC. 
Cleveland 15, Ohio 
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How 

do 
Filmtab° 
coated 
vitamins 
stack 
up? 


Up until the moment we put the coatings on the Optilets® be- 
low, the tablets were all the same. Now, consider the differences. 

The column on the left contains 125 Optilets with a con- 
ventional sugar coating. 

The column on the right—125 Optilets with a Filmtab 
coating. 

How do they stack up? 

Well it’s easy to see that the column on the right is much 
shorter. That’s because the Filmtab coating cuts tablet bulk 
up to 30%. The result is a small, streamlined vitamin that’s 
easy to swallow—the most compact tablet of its kind. 

And when it comes to protecting potency (the main function 
of a coating), the Filmtab is in a class by itself. Sugar coatings, 
by their very nature, are aqueous solutions. Yet every measure 
must be taken to keep moisture out of the vital tablet core, 
necessitating “‘seal” coats which also increase bulk. The Filmtab 
operation, on the other hand, is essentially an anhydrous 
procedure. Seal coats are neither used nor needed. The chances 
of moisture being trapped inside the tablet are infinitesimal. 

No chipping or breaking, no vitamin tastes 
or odors, no wasted vitamins—thanks to the 
Filmtab coating. 

Only the Abbott Filmtab offers so much in ABBOTT 
so little. 


Filmtab—Film-sealed Tablets, Abbott. 
© 1960, ABBOTT LABORATORIES 101031A 
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Abbott 
Vitamins 
Stay 

On the 
Table 


MAINTENANCE FORMULAS 


DAYTEENS"™ To help insure optiomal nutrition 
in growing teenagers 


Each Filmtab® represents: 

(5000 units) 1.5 mg. 
(1000 units) 25 mcg. 
Thiamine Mononitrate (B1)................ 2mg. 
20 mg. 
Pyridoxine Hydrochloride................ 0.5 mg. 
Cobalamin (Vitamin Bi2)............ 2 mcg. 
Calcium Pantothenate..................... 5 mg. 
Copper (as sulfate).................... 0.15 mg. 
lodine (as calcium iodate).............. 0.1 mg. 
Manganese (as sulfate)................ 0.05 mg. 
Magnesium (as oxide)................. 0.15 mg. 
Calcium (as phosphate)................ 250 mg. 


Phosphorus (as calcium phosphate).... 193 mg. 
In table botties of 100, bottles of 250 & 1000 


DAYALETS® Extra-potent maintenance formu- 
las, ideal for the nutritionally ‘‘run-down"” 


Each Filmtab® represents: 

3 mg. (10,000 units) 
Thiamine Mononitrate.................... 5 mg. 
Pyridoxine Hydrochloride................. 2 mg. 
Cobalamin (Vitamin Bi2)................ 2 mcg. 
Calcium Pantothenate..................... 5 mg. 


In table botties of 100, bottles of 50, 250 & 1000 


DAYALETS-M® Each Filmtab represents all the 
vitamins of Dayalets plus the following: 


lodine (as calcium iodate)............. 0.15 mg. 
0.1 mg. 
Manganese (as sulfate).................... 1 mg. 
Magnesium (as 5 mg. 
Molybdenum (as sodium molybdate).... 0.2 mg. 


In table bottles of 100 & 250, bottles of 1000 


| 


...1n attractive daily-reminder table-bottles 


THERAPEUTIC FORMULAS 


OPTILETS® Therapeutic formulas for more 
severe deficiencies—iliness, infection, etc. 


Each Filmtab® represents: 

7.5 mg.(25,000 units) 
25 mcg. (1000 units) 
Thiamine Hydrochloride................. 10 mg. 
Pyridoxine Hydrochloride................. 5 mg. 
Cobalamin (Vitamin Bi2) ............... 6 mcg. 
Calcium Pantothenate............. 20 mg. 


In table bottles of 30 & 100, bottles of 1000 


OPTILETS-M® Each Filmtab represents all the 
vitamins of Optilets plus the following: 


1 mg. 
lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as sulfate).................... 1 mg. 
Magnesium (as oxide)...................5. 5 mg. 


Molybdenum (as sodium molybdate).... 0.2 mg. 
In tabie bottles of 30 & 100, bottles of 1000 


SUR-BEX® WITH C Therapeutic B-complex 
with C, for convalescence, stress, post-surgery. 


Each Filmtab® represents: 


Thiamine Mononitrate....................- 6 mg. 
Pyridoxine Hydrochloride.............. 2.5 mg. 
Cobalamin (Vitamin Bi2)................ 2 mcg. 
Calcium Pantothenate. .................. 10 mg. 
Destocated Liver, (GF... 150 mg. 
Brewer's Yeast Dried................... 150 mg. 


In table bottles of 60, bottles of 100, 500 & 1000 


ABBOTT 


TABLE BOTTLES AT NO EXTRA COST 


VITAMINS BY ABBOTT 


@FILMTAB— FILM-SEALED TABLETS, ABBOTT TM—TRADEMARK 


©1960, asBoTT LABORATORIES 1010318 
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IT MAY BE EARLY OSTEOARTHRITIS 


The favored corticoid-salicylate compound. For more effective and comprehensive, 
yet conservative, treatment than either steroids or salicylates alone... the outstanding anti-in- 
flammatory effect of prednisone’...the supportive antirheumatic action of aspirin*?.to bring rapid 
pain relief and quiet the inflammatory process. SIGMAGEN offers less likelihood of treatment- 
terminating side effects.? SIGMAGEN is available in bottles of 100 and 1000. 


METICORTEN® (prednisone)......Safer, reduced MQ. 
Acetylsalicylic acid..............supportive anti-inflammatory-analgesic.............325 mg. 
Aluminum hydroxide ............a buffer for better toleration .......ssssseeeeeeseeeeee 75 mg. 
Ascorbic acid supplementation 20 mg, 


References: 1. Cohen, A., et al.: J.A.M.A. 165:225, 1957. 2. T. D., et J.A.M.A. 159:645, 1955. 


3. Stecher, R. M.: Panel Discussion, Ohio M. J. 52:1037, 1956. 
any rheumatic 
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IT MAY BE EARLY RHEUMATOID ARTHRITIS es 
| IT MAY BE CHRONIC BURSITIS 
IT MAY BE MYOFIBROSITIS : 
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Aristoderm 


Neomycin— 


F triameinoione acetonide 


7.5 ec. and 15 ce. 
push-button dispensers 
Neat, not messy or sticky— 
spreads readily without 
irritation or burning—for 
oozing, crusted, severely 
inflamed and injured skin 
or mucous membranes. 


Each cc. contains: 
Aristocort Triameinolone Acetonide, 1 mg. . . . 0.1% 
Neomycin Sulfate, 0.5% 


Precautions: Contraindicated in herpes 
simplex. Sensitivity reactions to 
neomycin occasionally occur. 


‘OUR CHOICE OF FIVE TOPICAL FORMS 


Aristoderm 
Foam 0.1% 


7.5 cc. push-button 
dispenser 


for inflammatoy§ on 
sin 


Aristocort | 
Cream 0.1% =} O 


Tubes of 5 and 15 Gm. Tul 
Precautions: Pret 
Contraindicated Cont 
in herpes simplex. inh 
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Cont 
in herpes simplex 


and allergic skin conditions... 


simple, sparing application — prompt, symptomatic relief — 


Aris 


Triameinolone Acetonide 


topicals 


HIGHLY ACTIVE WHEN DIRECTLY APPLIED TO SKIN LESIONS 


A recent study has demonstrated the 
efficacy of triamcinolone acetonide 0.1 per 
cent in 222 patients with a variety of 
allergic and inflammatory dermatoses. 
The conditions included in the study were 
contact dermatitis, seborrheic dermatitis, 
neurodermatitis, atopic dermatitis, and 
pruritus vulvae. 


The anti-inflammatory and antipruritic 
efficacy of triamcinolone acetonide was 
shown by the prompt control of itching 
and resolution of affected areas. Cahn, 
M. M., and Levy, E. J.: A Comparison of 
Topical. Corticosteroids: Triamcinolone 
Acetonide, Prednisolone, Fluorometho- 
lone, and Hydrocortisone. 


_ Antibiotic Med. & Clin. Ther. 6:734 [Dec.] 1959. 


Aristocort, 
Ointment 0.1% 
Tubes of 5 and 15 Gm. Tubes of % oz. 


For inflammatory, 


and ear conditions 


allergic, infective eye 


Neo-Aristocor 
Kye-Ear ort 


INTMENE 0.1% 


LEDERLE LABORATORIES 


A Division of 
Neomycin Sulfate ............ Pearl River, New York 
Precautions: Precautions: Contraindicated in herpes 
Contraindicated simplex. Sensitivity reactions 


in herpes simplex to neomycin occasionally occur. 
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in chronic fatigue 


(nandrolone phenpropionate injection, Organon) 


and post-viral debility 


once every 7 to 14: days provides 
safer, sustained anabolic revitalization 


anabolic steroid anabolic /androgenic — 


Testosterone propionate (i.m.) 
Fluoxymesterone (oral) 


duration 


3-4 days 
1 day 


Methyltestosterone (oral) 


1 day 


Norethandrolone (oral) 


1 day 


Durabolin (.m) 


7-10 days 


Chart adapted from Craig, P.: J. Okla. St. M.A. (June) 1960. 


Supplied: 

5-cc. vials, 

1-cc. ampuls (box of 3) 
25 mg. nandrolone 
phenpropionate/cc. 


Organon tnc., 
West Orange, N. J. 


Green bar represents anabolic potency; gray bar shows relative androgenicity 
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You see an improve- 

ment within a few days 
Thanks to your prompt 
treatment and the : 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 

and tension calmed — 

often in a few days. She 

eats well, sleeps well 

and soon returns to her 
normal activities. 


Lifts calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly -— the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 
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210 155 150 
WEEKS 0 4 8 12 16 WEEKS 0 2 4 6 8 10 WEEKS 
Patient: F. E., age 27, lost 21 Ibs. in 15% Patient: H. H., age 37, lost 14.5 Ibs. in 94% Patient: A. P., age 34, lost 18.5 Ibs. in 11% 
weeks on 1,000 calories daily and Didrex weeks on 1,000 calories daily and Didrex weeks on 1,000 calories daily and Didrex 
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WEIGHT 


WEEKS 0 2 4 6 8 
Patient: P. M., age 41, lost 10.5 Ibs. in 7% 


weeks on 1,000 calories daily and Didrex 


WEEKS 0 “4 6 8 


Patient: L. M., age 29, lost 20.5 Ibs. in 94% 
weeks on 1,000 calories daily and Didrex 


0 
1% 
drex 


in obesity management 


PERSISTENT 


Put it to your patient this 
way: The basic therapeu- 
tic objective of obesity 


WE G HT LO ) ) management is to change 
WEEK AFTER WEEK dietary habits built over 


months or years of weight accumulation. This takes 
time and will. Consider Didrex, the new Upjohn 
appetite suppressant. Happily, it elevates mood 
which makes dieting more acceptable. More im- 
portant, it works: “persistent significant weight 
loss” in patients followed for as long as 20 weeks. 
Added to your favorite reducing regimen, 1% to 1 
Didrex tablet one to three times daily is usually 
adequate to preclude the “weight plateau” that so 
often discourages dieters after a few weeks. Avail- 
able as 50 mg. tablets in bottles of 100. [URRIEY 


The Upjohn Company, Kalamazoo, Michigan 


Photos and case histories courtesy Drs. Alan S. Rubenstein, 
P V. Dilts and William Conroy, Springfield, Illinois 


*Trademark — brand of benzphetamine hydrochloride, UPJOHN 
References: 1. Stough, A. R.: Weight loss without diet worry: use of benzphetamine Rap (Didrex®). Journal 


of the Oklahoma State Medical mem arene 53:760-767 (November) 1960. 2. Oster, » and Medilar, R.: A clinical 
pharmacologic study of new appetite suppressant. Arizona Medicine, 17:398- an (July) 
Current 


a 
1960. 3. Simkin, B., and Wallace, L.: - controlled clinical trial of 
Research, 2:33-38 (February) 1960, 


WEEKS 0 


Patient: J. A. H., age 15, lost 17 Ibs. in 26 
weeks on 1,000 calories daily and Didrex 


5 10. 615. «20 


BRIEF-BASIC 


INFORMATION 


Description: Didrex is the Upjohn 
brand of benzphetamine hydrochloride 
amine hydrochloride]. A sympathomi- 
metic compound with marked anorectic 
action and relatively little stimulating 
effect on the CNS or cardiovascular 
system. 

Indications: Control of obesity. 
Contraindications: None known to date. 
However, use with caution in moderate 
or severe hypertension, thyrotoxicosis, 
acute coronary disease, or cardiac 
decompensation. 


Dosage: Initiate appetite contro! with 


¥% or 1 tablet (25 to 50 mg.) in mid- 
morning for several days. Then adjust 
dosage to suit each patient’s need to a 
maximum of 3 tablets daily (150 mg.). 
Side Effects: No effects on blood, urine, 
renal or hepatic functions have been 
noted. Minimal side effects have been 
observed occasionally: dry mouth, 
insomnia, nausea, palpitations and 
nervousness, 

Supplied: 50 mg., press-coated, scored 
tablets, in bottles of 100. 
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The first full-range medication 
for chronic gout and gouty arthritis 
...New: 


| 
| provides comprehensive treatment by combining in Average Dose: One tablet three times a 
| 
| 


one convenient dose: day after meals. Literature on method 
erat of administration and dosage is avail- 
FLEXIN® Zoxazolaminet: the most potent uricosuric able upon request. 

agent available'-¢ 


Supplied: TRIURATE is available as 


Colchicine: time-tested specific for gout—effective >eige, scored tablets, imprinted 
McNEIL, bottles of 50. 


in preventing acute attacks'.5.6 


TYLENOL® Acetaminophen: effective, nonirritating (1) Boland, E. W.: World-Wide Abstracts 
3:11, 1960. (2) Kolodny, A. L.: J. Chron. 


7 
analgesic? which does not interfere with uricosuric Sis. 11:64, 1960. (3) Talbott, J. H. 


| action®.° Arth. & Rheumat. 2:182, 1959. (4) 
the triple therapeutic action of TRIURATE provides all Burns, J. J.; Yu, T. F.; Berger, L., and 
eckman, H.: Pharmacology 
* promotes maximum urinary urate excretion in Clinical Practice, Philadelphia, 
+ markedly reduces serum uric acid Saunders, 1952, pp. 515-516. (6) Tal- 
‘ - relieves chronic pain and discomfort bott, J. H.: J. Bone & Joint Surg. 
40-A:994, 1958. (7) Batterman, R. C., 
prea severity of acute attacks and Grossman, A. J.AM.A. 159: 1619, 
* facilitates resorption of existing tophi... 1955. (8) Connor, T. B.; Carey, T. N.; 
prevents formation of new deposits Davis, T., and Lovice, H.: J. Clin. Invest. 
- helps restore mobility 38:997, 1959. (9) Reed, E. B.: Unpub- 

- maintains effectiveness with minimal side effects ‘Shed data. 
*Trade-mark TU.S. Patent No. 2,890,985 


McNEIL LABORATORIES, INC PHILADELPHIA 32, McNEIL) 
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METHDILAZINE HYDROCHLORIDE, MEAD JOHNSON 


inherently sustained action at the cellular level 


In a recent report, Tacaryl provided fair, good, or excellent relief of itching in 
94 per cent of 373 adults and children exhibiting various pruritic dermatoses. The 
most outstanding results were obtained in those with chronic neurodermatitis.! 


Tacaryl prolongs relief of itching because its sustained action is inherent in the 
molecule and does not depend upon the use of artificial construction. Tacaryl thus 
controls itching or allergy with b.i.d. dosage. 


potent, prolonged action 


Pharmacologic data, based on antagonism of histamine-induceg, bronchospasm in 
guinea pigs, show the relative effects of protective doses of Tacaryl and other drugs 
(tripelennamine, chlorpheniramine, promethazine). With the exception of Tacaryl, 
the drugs protect the animals transiently and are relatively ineffective after 4 hours. 
A protective dose of Tacaryl is 2 to 14 times as potent as the other drugs at 4 hours. 
Furthermore, Tacaryl’s protective effect continues for at least 12 hours.? 


low toxicity—minimal side effects 


In studies to date,’ side effects were minimal; in only a small percentage of cases 
was mild drowsiness observed. Tolerance was not reported even after long usage. 
No cumulative effect has been observed. 


also effective in a wide range of allergic conditions. 


Studies comprising 1,356 patients'.-7 report that Tacaryl provides symptomatic 
relief in a wide variety of allergic disorders. 


dosage 

Adults: Tablets—One tablet (8 mg.) twice daily. Syrup—Two 5 cc, teaspoonfuls (8 mg.) twice daily. 
Children: One-half the adult dosage. 

In some patients it may be desirable to adjust dosage to meet individual requirements. For complete 
details on indications, dosage, administration and clinical background, see the brochure on Tacaryl, 
available on request from Mead Johnson & Company, Evansville 21, Indiana. 


supplied 
Scored tablets, 8 mg., bottles of 100. Syrup, 4 mg. per 5 cc. teaspoonful, 16 oz. bottles. 


references: (1) Howell, C. M., Jr.: North Carolina M. J. 21:194-195 (May) 1960. (2) Lish, P. M.; 
Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 126:1960, in press. (3) Clinical Research 
Division, Mead Johnson & Company. (4) Wahner, H. W., and Peters, C. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 
(March 30) 1960. (5) Crepea, S. B.: J. Allergy 31:283-285 (May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: 
J. Tennessee M. A. 53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and Sieker, H. O.: Ann. Allergy 18:761-764 
(July) 1960. 


Mead Johnson 


Symbol of service in medicine 
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d 0 b le 
trouble 
of the ae 
g.i. tract? 


dual action 


10 mg. 
in the 
therapeutic 

attack 


ENARAX 


A SENTRY FOR THE G.I. TRACT B.1.D. 


Proven effective for continuous relief of both physical and emotional aspects of G.I. disease — 
hypermotility, hyperacidity, and hyperemotivity. One tablet b.i.d. provides 24-hour control of 
symptoms in peptic ulcer, gastritis, gastroenteritis, colitis, functional bowel syndrome, duodenitis, 
hiatus hernia (symptomatic), irritable bowel syndrome, pylorospasm, cardiospasm, biliary tract 
dysfunctions, and dysmenorrhea. ENARAX has been successful in 92% of cases.'-? Let your G.I. 
patients profit from its dual, full-time therapeutic action. 


Dosage: One-half to one tablet twice daily — preferably in the morning and before retiring. The maintenance 
dose should be adjusted according to the therapeutic response. Use with caution in patients with prostatic 
hypertrophy and only with ophthalmological supervision in glaucoma. Supplied: In bottles of 60 black-and-white 
scored tablets. Prescription only. 


References: 1. Hock, C. W.: Am. J. Gastroenterol. 34:293 (Sept.) 1960. 2. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 
1959. 3. Data in Roerig Medical Department files. tbrand of hydroxyzine 


New York 17, N. Y. 
FOR HEMATOPOIETIC STIMULATION WHERE OCCULT BLEEDING Division, Chas. Pfizer & Co., Inc. 
IS PRESENT HEPTUNA® PLUS THE COMPLETE ANEMIA THERAPY Science for the World’s Well-Being™ 
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...the proof of the Patrician “200” 
is in the radiograph! 


When you choose x-ray for private practice, look at 
performance as well as the price tag. ““Economy” that is 
gained by short-cuts in table design or a reduction in 
power may mean slow exposures, blurred radiographs 
and repeated retakes. General Electric’s Patrician ‘‘200” 
combination is designed with adequate power for private 
practice—a full 200 ma to stop anatomical movement 
sharply and clearly. Many other features found in larger 
installations are engineered into the Patrician: 81” table, 
independent tubestand, shutter limiting and automatic 
tube protection, to name just a few. And, considering its 


Progress Is Our Most Important Product 
GENERAL @@ ELECTRIC 
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uncompromising G-E quality, this Patrician “package”’ is 
remarkably low priced. 

Rent the Patrician through the G-E Maxiservice® plan 
that provides the complete installation, including mainte- 
nance, parts, tubes, insurance, local taxes—everything in 
one monthly fee. Get details from your G-E x-ray rep- 
resentative or mail this coupon for literature. 


General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room R-21 


Send me: [] Patrician bulletin [[] Maxiservice bulletin 


Address 
City. 
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Radioisotopic studies” shed 
new light on coronary artery disease§.1e 


*important new studies'.? at the University of 
Oklahoma School of Medicine utilized advanced 
radioisotopic techniques to measure myocardial 
blood flow in normal and arteriosclerotic humans. 


a 


The method consists of placing this specially 
designed scintillation detector on the chest wall 
where it can monitor the passage of radioactive 
material through the heart and through the myo- 
cardial circulation. The new technique appears 
to be “. . . simple, repeatable, rapid, and non- 
traumatic... .””* 


The results objectively confirm earlier observa- 
tions*-* that the significant increases in myocar- 
dial blood flow produced with PETN (Peritrate) 
in arteriosclerotic patients lasts as long as five 
hours after administration. 


Objective finding — in untreated patients; 


In patients with 
coronary artery disease 
who receive no therapy, 
“Myocardial blood flow 
is significantly... 
decreased....’” 


Myocardial blood flow in normal and 
postcoronary patients 58 


Range of 
normal myocardial 
blood flow 


Range of 
myocardial 
blood flow 
after infarction 


PERCENT OF CARDIAC OUTPUT 


Normal myocardial blood flow ranges between 4.7 and 
5.5% of total cardiac output. In patients with previous 
infarction, myocardial blood flow is significantly de 
creased to a range of 3.1 to 3.7%, 
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gp reaffirm that Peritrate 
increases myocardial blood flow 


PERCENT OF CARDIAC OuTP 


uT 


Objective finding — in Peritrate-treated patients: 


Peritrate “...produces a prolonged increase in 


myocardial blood flow beginning within one 
hour after ingestion and lasting up to five 
hours, without producing changes in cardiac 
ouiput, in patients with arteriosclerotic heart 


disease with previous infarction.” 


Peritrate safely increases and sustains myocardial 
blood flow in postcoronary patients. 


1 HR. 2 HR. 3 HR. 4 HR. 


5 HR. 


Within one hour after administration of Peritrate 20 mg., myocardial blood flow 
returns to near normal range without significant change in cardiac output, blood 


pressure or pulse rate. 


References: 1. Johnson, P. C., and-Sevelius, G.: Measurement of myocardial blood flow, 
J.A.M.A, 173:1231 (July 16) 1960. 2. Sevelius, G., and Johnson, P. C.: J. Lab. & Clin. 
Med. 54:669 (Nov.) 1959. 3. Russek, 'H. I., et al.: Circulation 12:169 (Aug.) 1955. 


4. Essex, H. E., et al.: Am. Heart J. 19:554, 1940. 


basic therapy for coronary artery disease 


brand of pentaerythritol tetranitrate 
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PERCENT OF CARDIAC OUTPUT 


MORRIS PLAINS, 


makers of 
TEDRAL GELUSIL 
PROLOID 
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SPECIFIC ACTION... 
FROM CARDIOSPASM TO RECTOSPASM 


CAPSULES 


DACTIL 


the only brand of piperidolate hydrochloride 


FOR UPPER G.I. DISTRESS 


* “unique” antispasmodic with power- 
ful local anesthetic properties! 
specific for upper gastrointestinal 
pain and spasm...’ 
toxic effects resulting from the 
clinical use of this compound have 
been reported,””! 


TABLETS 


CANTIL 


the only brand of mepenzolate bromide 


FOR THE COLON 


“ ..the most effective available 
colonic anticholinergic...’ 
“...provides selective action, 
confined principally to the lower 
G.I. tract.’”4 
“ singularly free of the side- 
effects commonly encountered 
with anticholinergics.’”® 


DACTIL provides most rapid relief of gastrointes- CANTIL is highly effective in ulcerative colitis, irritable 
tinal spasm, biliary spasm, cardiospasm, pyloro- colon, mucous colitis, spastic colitis, diverticulitis, 
spasm, spasm of biliary sphincter, biliary diverticulosis, malabsorption syndrome, rectospasm, 
dyskinesia, gastric neurosis and irritability, post- diarrhea following G.I. surgery, bacillary and para- 
gastrectomy syndrome,and is useful as adjunctive sitic disorders. 


therapy in selected inflammatory hyp ermotility The effect of CANTIL on the bladder is negligible, but 

states. DACTIL is almost entirely free of side caution should be observed in patients with prostatic 

effects but should be withheld in glaucoma. hypertrophy. As with all anticholinergics, it should 

Supplied: pact. (plain) 50 mg.; and DACTIL with be withheld in glaucoma. 

Phenobarbital, 50 mg., with 16 mg. phenobarbital Supplied: canti (plain) 25 mg.; and CANTIL with Pheno- 

(may be habit forming). Bottles of 50. barbital, 25 mg., = 4. tong of phenobarbital (may be 
habit forming). Bottles of 100 and 250. 


References: (1) Rider, J. A.; Moeller, H. C., and Lee, J.: Am. J. 
Gastroenterol. 32:714, 1959. (2) Modern Drug Encyclopedia and 
Therapeutic Index, ed. 6, New York, Drug Publications, Inc., 1955, 
LAKESIDE p. 281. (3) Kleckner, M. S., Jr.: J. Louisiana M. Soc. 108 :359, 1956. 
(4) Kleckner, M. S., Jr.: Clin. Res. Proc. 5:19, 1957. (5) Riese, 
J. A.: Am. J. Gastroenterol. 28 :541, 1957. 72661 
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Is the artery supreme? 


WILLIAM BALDWIN, JR., D.O., M.Sc. (Int.), 
F.A.C.O.1., York, Pennsylvania 


I consider it a great honor to be invited to deliver 
the Trenery Lecture to the American Osteopathic 
College of Radiology and the associated organiza- 
tions gathered here tonight. This personal satisfac- 
tion is greater because I found as I reviewed the 
list of eminent radiologists, surgeons, and scientists 
who have delivered this memorial lecture, that I 
am the first member of the American College of 
Osteopathic Internists to be so honored. 

Although it was not my privilege to know Dr. 
Trenery personally, I am fully aware that he was 
one of the men who pioneered in the organization 
of the American Osteopathic College of Radiology 
and the American Osteopathic Board of Radiology. 
I do feel close to him, however, because it has 
been my privilege to know well and work closely 
with Dr. Paul Lloyd, who collaborated with Dr. 
Trenery in these endeavors and who honored me 
with his introduction tonight. These men have 
created a rich heritage for us in the osteopathic 
profession, and we do well to pause for a moment 
in our busy lives to honor them. 

I shall not dwell at length upon the scientific ac- 
complishments of Dr. Trenery. They have all been 
well documented in previous lectures, and espe- 
cially by Dr. Howe! in the 1959 Trenery Lecture. 

Tonight, ladies and gentlemen, I ask you to 
sit as a jury while I, as the attorney for the defense, 
plead the case of the artery. I give you the question: 
Is the artery supreme? 

Bear with me while I present the arguments 
referable to this case, and when I finish you shall 
render the verdict. 

The Trenery Lecture, presented at the meeting of the American 
Osteopathic College of Radiology and associated groups at the 


Thirty-Third Annual Clinical Assembly, Dallas, Texas, October 30, 
1960. 


*Address, West Side Osteopathic Hospital, 1253 West Market Street 
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In your judgment, I ask you to consider the 
artery to mean the vessel and its contents, and 
the effect of the vessel and its contents upon the 
physiology and pathophysiology of the body, and 
upon the genesis and management of disease. 

The supremacy of the artery has been advocated 
by many people who have gone before us. For 
example, an old Jewish proverb says, “Disease is 
in the blood.” The Father of Osteopathy, Dr. 
Andrew Taylor Still, said, “The rule of the artery 
is supreme,” and with this as one of his basic 
premises, he founded the complete school of medi- 
cine within which you and I practice today. 

I shall not seek a verdict in terms of the already 
accepted osteopathic concepts referable to the 
artery, although I feel certain they might influence 
your judgment. I shall, however, seek a favorable 
verdict by presenting to you certain facts relative 
to the comparatively new science of angiography. 
I shall further discuss the pathophysiology of such 
studies and their diagnostic and therapeutic sig- 
nificance. I shall further argue that the artery 
deserves a favorable verdict, because I believe that 
through the science of angiography we shall con- 
tinue to find new approaches to the diagnosis, 
etiology, and management of disease. Further, I 
believe that angiography can furnish a common 
meeting ground to those of us in the various 
specialties. 

We are all aware that explosively expanding 
medical knowledge has compelled many of us to 
limit ourselves to specialty practices. In so doing, 
I fear that as we look at a special organ, system, 
or technic, we lose sight of the concept that disease 
involves the body as a whole. 

If through angiography we can recapture this 
concept and find a common meeting ground and 
vocabulary, then this alone should persuade you 
to render a favorable verdict. 

I feel certain that Dr. Trenery, in his avid search 
for new and useful technics, would have been one 
of the first to adopt these procedures and advance 
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Fig. 1 Fig. 2 


Fig. |. Femoral artery cannulated and obturator removed from 
cannula. Fig. 2. Introducing wire passed through cannula, into 


them in the diagnosis, prognosis, and management 
of disease. 

The development of the science of angiography 
is a fascinating study, but time will permit us 
only a brief mention of the highlights and mile- 
stones of its evolution. 

The earliest successful visualization of a part 
of the arterial system was reported by Moniz? in 
1927 when he studied the cerebral arterial system. 
In 1929 Frossman® published facts referable to 
the intravenous administration of contrast media 
for the purpose of visualizing the vascular system. 
In 19294 and 19315 R. dos Santos described a trans- 
lumbar approach for abdominal aortography. 

In the past 5 to 10 years this science, conceived 
33 years ago, has grown rapidly to the mature 
status in which we shall view it tonight. During 
this time, the history of angiography has been 
one of evolution of new technics, new radiographic 
apparatus, and the development of new media 
for the purpose of more safely carrying out the 
procedures we shall consider. 

Since the previously mentioned pioneering works 
of Moniz, Frossman, and dos Santos, numerous 
technics for introduction of the media have been 
devised: for example, the suprasternal approach 
to the ascending aorta,® the carotid approach to the 
aorta and left side of the heart,’ total body angi- 
ography,’ and transthoracic ventriculography.?!! 

I should like to discuss with you the technic 
of percutaneous retrograde approach through the 
femoral artery. This was described in 1953 by 
Seldinger.!2_ Modifications!3-19 of this are being 
utilized with increasing popularity for all types 
of angiography because of the greater safety, lesser 
morbidity, and ease of accomplishment. By this 
technic, one may carry out selective angiography 
of the various component parts of the cardiovascu- 
lar system, including the left ventricle, various 
portions of the aorta and its branches, and the 
arteries of both the upper and lower extremities. 

I have had more personal experience with this 
technic than with any other. I use a multilumened 
cutting-edge cannula. Under local anesthesia the 
femoral artery is cannulated percutaneously (Fig. 
1). A spring-tipped introducing wire of appropriate 
size is passed through the cannula (Fig. 2); the 
cannula is then removed, and an appropriately 
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Fig. 3 
femoral artery. Fig. 3. Cannula removed and catheter passed 
over introducing wire into femoral artery. 


sized and shaped radiopaque catheter is passed 
over the introducing wire into the artery (Fig. 3). 
The wire and cannula may now be passed under 
fluoroscopic guidance retrograde to any desired 
level in the aorta (Fig. 4), or even into the left 
ventricular chamber. Here the wire may be utilized 
as an electrode for intracavital electrocardiography. 

After the appropriate level has been reached 
for the study contemplated, the wire is removed 
and the selected contrast medium is introduced 
with appropriate pressure and velocity. 

I would also call to your attention that this 
technic may be utilized to selectively introduce 
therapeutic agents directly into the arterial system 
for optimal local effects. For example, fibrinolytic 
agents may be introduced into the proximal por- 
tion of the ascending aorta for the management 
of coronary thrombosis. Nitrogen mustard may be 
selectively administered for the management of 
malignant disease. Such technics, new but promis- 


Fig. 4. Radiopaque catheter passed retrograde into aorta. 
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ing, should further persuade you that the artery 
is supreme. 

With the improvement in technics of administra- 
tion came a need for improvement in radiographic 
equipment and in means of obtaining serial studies 
of the transit of the medium through various por- 
tions of the cardiovascular system. 

Such needs became especially important when 
attempts were made to study cardiac physiology 
and pathology. Early studies were made by photo- 
graphing fluoroscopic images, but these lacked 
definition. Therefore, in 1942 Sussman and col- 
leagues”° developed the first so-called rapid plate 
changer. This consisted of a 62-inch wooden wheel, 
shielded with lead, in which were cut eight 10 x 12 
inch windows to receive the appropriate sized 
cassettes. This contrivance was turned by hand. 
I am sure you can visualize the multitudinous 
difficulties encountered with such a device. 

The intervening years have seen the develop- 
ment of the Sanchez-Perez automatic film changer, 
biplane serialography, and the truly rapid plate 
changers of our European colleagues which operate 
at speeds rated in milliseconds. 

In addition to the above, with the aid of image 
intensifiers, cinefluorography has become a very 
useful tool for the identification and evaluation 
of the pathophysiology and dynamics of congenital 
and acquired heart lesions, and for coronary 
arteriographic studies. 

Pioneer workers experienced many problems 
from side reactions caused by the early media. 
For example, Moniz,2! using 25 to 125 per cent 
sodium iodide, had patients who reacted with 
hemiplegia, epileptiform convulsions, and numer- 
ous adverse cardiac reactions. 

Bromides, lipiodol, and aqueous media proved 
undesirable because of the side effects and the 
artifacts produced.22 Thorium dioxide (Thorotrast) 
proved to be one of the safest media, but was 
abandoned because of radioactive properties. 

Meanwhile, numerous iodinated media have been 
developed,25-35 and with each is reported a decreas- 
ing incidence of serious adverse reactions up to 
the point that in total body angiography, Robb, 
Steinberg, and colleagues,°*-38 utilizing a venous 
approach with simultaneous injection into both 
antecubital fossae, report the rapid introduction of 
as much as 100 cc. of media with minimal side 
reactions and morbidity. 

With this brief historical background, I ask you 
to consider with me the pathophysiology of and 
the angiographic approach to lesions of various 
portions of the arterial system. We shall also con- 
sider utilization of contrast studies in the diagnosis, 
prognosis, and management of lesions of the liver, 
kidney, and spleen and of neoplastic disease. 

I believe it would be safe to say that in general 
the mind should rule the body and therefore, if 
any part of the vascular system be supreme, the 
cerebral vessels would rank high on the list. 

Since the pioneering work of Moniz? in 1927, 
cerebral angiography has received increased usage 
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Fig. 5. Subdural hematoma. 


by the radiologist, internist, neurologist, and neuro- 
surgeon. 

Early usage®®-42 was for the purpose of diagnosis 
and localization of either subdural hematomas (Fig. 
5) or other intracranial masses. By accurate locali- 
zation and the estimation of the size of such 
masses, these specialists could prognosticate and 
plan definitive corrective treatment. 

The pathophysiology and clinical manifestations 
of such intracranial lesions are so bizarre that we 
shall not attempt to dwell upon them in any 
detail. I am certain, however, that the radiologist 
will agree that the artery is supreme in assisting 
him in his diagnosis as he studies the transist of 
medium, the abnormal configuration of the arterial 
phase, the capillary or tumor stain phase, and the 
venous phase of the cerebral arteriogram (Figs. 
6, 7, and 8). These three phases are all well known 
insofar as cerebral angiography is concerned, and 
I shall later ask you to recall them when we consider 
the use of contrast media in the diagnosis of 
neoplastic disease. 

Another vascular lesion that has plagued humani- 
ty, and at times confounded the medical profession, 
is the so-called cerebral vascular accident. Until 
the advent of angiography as a scientific approach 
to the study of cerebral circulation, all knowledge 
of the so-called strokes, strokelets, thromboses, 
hemorrhages, and aneurysms was based on post- 
mortem examinations. 

Cerebral angiography has opened an entirely new 
concept of the causation of these clinical entities, 
and from this have come new therapeutic technics 
which have sharply reduced the morbidity and 
mortality of patients suffering from cerebral epi- 
sodes. 

Let us consider all of these problems as being 
manifestations of cerebral arterial insufficiency, and 
for purposes of classification and diagnosis, divide 
them into the proximal and the distal lesions. The 
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Fig. 6. 


Fig. 7. Fig. 8. 


Fig. 6. Arterial phase of cerebral angiogram. Fig. 7. Capillary of tumor stain phase. Fig. 8. Venous phase. 


proximal lesions would be found in the subclavian, 
innominate, and/or left common carotoid artery, 
and the distal lesions in the internal carotid artery. 

Pathologic changes seen in partial or total occlu- 
sion of the artery might be stenosis (Fig. 9), 
thrombosis, or atherosclerosis with atherosclerotic 
nicking (Fig. 10). 

Either the proximal or distal lesion may produce 
one or more of the symptoms of cerebral artery 
insufficiency, all of which, from a pathophysiologic 
point of view, are either subjective or objective 
manifestations of cerebral hypoxia and/or anoxia. 
The syndrome may consist of one or more of the 
following manifestations: headache, visual disturb- 
ances, emotional and mental disturbances, subjec- 
tive complaint of loss of strength, paresthesias, 
muscular weakness, reflex changes, sensory and 
motor changes, paralysis, aphasia, and coma. 

In addition, if the lesion should be of the 
proximal variety, there may be motor and sensory 
neurologic defects of the upper extremity, contra- 
lateral differences in pulse and blood pressure in 
the upper extremity, and at times a harsh systolic 
murmur or bruit heard over the subclavian artery 
or at the base of the neck. 

These latter signs may also be manifestations of 
structural lesions or of organic lesions of the 
nervous system, and one may see them in one of 
the various so-called shoulder-hand or shoulder-arm 
syndromes. Again I say, the artery is supreme 
because it is only with very early use of arterio- 
graphic studies that one can make the appropriate 
differential diagnosis, and with modern surgical 
technics salvage large numbers of these people 
from invalidism. 

The clinical manifestations of cerebral arterial 
insufficiency may be transient, progressive, or 
apoplectic in nature. Regardless of the type of 
onset or lesion, angiography is never contraindi- 
cated when indicated. 

Should the lesion involve the vertebral artery, 
a so-called basilar artery syndrome is produced 
with cranial nerve defects, vestibular disturbances, 
and bilateral sensory and motor disturbances. 

Another type of vascular lesion that can be 
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accurately diagnosed by contrast studies is aneurysm 
of the cerebral vessels (Fig. 11), and again early 
corrective procedures may be lifesaving. 

Statistically, the results of surgical correction of 
such lesions and the physiologic salvage of the 
victims justify early contrast studies as a means 
of differential diagnosis. In one study,‘ of a total 
of 174 lesions in the internal carotid, common 
carotid, innominate, subclavian, and vertebral arter- 
ies, diagnosed by contrast studies, 149 (85 per 
cent) were explored surgically. Circulation was 
restored in 133 cases (89 per cent of operated 
cases ). Surgical correction may be made by end-to- 
end anastomosis, endarterectomy, or bypass anas- 
tomosis. Again I argue that the artery is supreme. 

Let us next consider lesions of the aorta. Such 
lesions have long challenged the diagnostician and 
until recently have been an insurmountable chal- 
lenge to the therapist. 

In 1938 Kampmeier,*4 in an analysis of 1,112 
cases of aneurysms of the thoracic aorta, found 


Fig. 9. Stenosis of the internal carotid artery. 


| 
| 
| 
| 
= 


Fig. 10. Nicking of internal carotid artery due to atherosclerotic 
plaque. 


the average life expectancy to be 6 to 8 months. 
Analysis of a series of cases of aneurysms of the 
abdominal aorta revealed a similar life expectancy. 
Surgical correction of aneurysm of the aorta, first 
reported in 1952,45 has reduced the morbidity 
and mortality of these lesions. In 1952 to 1954, the 
operative mortality in aneurysm of the abdominal 
aorta was 41 per cent in ruptured cases and 17 
per cent in all cases. Corresponding figures for 
1958 and 1959 were 25 per cent and 5 per cent 
respectively.4% 

Thoracic aortic aneurysms usually occur as a 
result of either syphilitic or arteriosclerotic disease. 
The latter cause is becoming more common in 
view of our successful treatment of primary lues. 

The pathophysiology presented to the diagnos- 
tician is that of encroachment upon adjacent struc- 
tures. For example, encroachment upon the trachea 
will produce difficulty in breathing, blood-tinged 


Fig. 11. Cerebral aneurysm. 
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sputum, and cough. Encroachment upon the su- 
perior vena cava, with obstruction of the return 
from this great reservoir, produces the vascular 
manifestations of venous congestion of the areas 
draining into the vena cava, and edema secondary 
to such congestion. Encroachment upon bony 
structures such as the sternum or vertebral bodies 
causes erosion. 

All patients presenting one or more of the 
symptoms of encroachment, or showing variations 
in the roentgenographic appearance of the great 
vessel area and mediastinum, should receive the 
benefit of early contrast studies either to establish 
or negate the existence of aneurysm, or to assist 
in the localization and differentiation of mediastinal 
masses. Such studies not only enable one to differ- 
entiate aneurysm from mediastinal mass, but also 
to differentiate the type of aneurysm, as to whether 
it be of the diffuse, saccular, or dissecting variety. 

With this knowledge one is able to establish 
not only the prognosis, but, if indicated, the type 
and extent of surgical correction necessary. Early 
correction is essential because these lesions fre- 
quently retrogress to involve the aortic valvular 
rings and thereby produce either congestive heart 
failure or coronary insufficiency. 

Successful surgical correction of such lesions 
lagged behind the diagnostic contrast studies, but 
since the work of Dubost, Allary, and Oeconomos 
in 1952.44 and Oudot and Beaconsfield4® and 
Brock47 in 1953, surgical technics have improved 
rapidly. This, in turn, has given added impetus to 
the search for improved angiographic technics. 

Recently De Bakey and Crawford*? have pub- 
lished statistics showing a sharp reduction in 
morbidity and mortality when the lesions are 


Fig. 12, Abdominal aortic aneurysm. 
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Fig. 13. Angiographic studies of bifurcation of aorta and iliacs. 


corrected before they progress to obstruct one of 
the branches of the aorta. 

Abdominal aortic aneurysms (Fig. 12) do not 
present as difficult a diagnostic problem as do 
thoracic aneurysms because one can usually palpate 
a pulsating mass. Angiographic studies, however, 
are essential to determine the extent of involve- 
ment. De Bakey and Crawford‘? have shown a 
5-year survival rate of 62 per cent in resected cases 
as compared to 4 to 10 per cent in the nonresected 
series of Estes4® and Wright.49 Operative mortality 
in the first series#? was 7 per cent of 709 cases. 

Again I say to you, ladies and gentlemen, we 
have demonstrated the supremacy of the artery. 

Aneurysm may also be present in any or all 
branches of the aorta, but a clinically more sig- 
nificant problem in its terminal branches (Fig. 13) 
and in the peripheral vessel is total or partial 
occlusion due to atherosclerosis, thrombosis, or 
embolism (Fig. 14). 

Not too many years ago complete occlusion of 
any major vessel (Fig. 15) resulted in amputation 
or death, and partial occlusion was extremely 
difficult to differentiate from the diffuse systemic 
diseases; therefore, these people were usually 
treated symptomatically, and pathologic change 
progressed to total occlusion. 

Embolic involvement at the bifurcation of the 
aorta, “saddle embolism” (Fig. 16), or involvement 
of one of the iliacs, may produce Leriche’s syn- 
drome.© Unfortunately, this is not always recog- 
nized during the so-called compensated state, 
characterized by one or more of the following 
manifestations: loss of libido, reduced endurance 
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to walking, paleness of the legs and feet, dystrophy 
of the skin and nails, atrophy of the lower extremi- 
ties, absent or diminished dorsalis pedis pulsations, 
and feeble pulsation of the posterior tibial and 
popliteal arteries. 

If untreated during the compensated stage, the 
second stage of decompensated obliteration occurs 
with progressive cyanosis of legs and feet, small 
ulcerations, gangrene, and severe pain. 

Diagnosis can readily be made by angiography 
and correction accomplished by endarterectomy, 
excision, and graft replacement or bypass graft. 
The results in skilled hands are excellent, and the 
mortality and. morbidity low. In one study,** 638 
cases of aortoiliac occlusion were treated by these 
four operations with 96 per cent success. Only 16 
patients (2.5 per cent) died. The same study 
reports 583 cases of femoropopliteal occlusion, in 
which operation was 88 per cent successful. In this 
group, 3 patients (0.5 per cent) died. 

Intermittent claudication,5! the subjective mani- 
festation of exercise anoxia, may be a symptom of 
either segmental obstructive disease or of systemic 
disease such as thromboangiitis obliterans, poly- 
arteritis nodosa, scleroderma, and arteritis associated 
with systemic infection. Therefore, all persons with 
this symptom, and with any of the objective signs 
cited above, should have the benefit of peripheral 
angiography. If segmental or local lesions are 
found, they may be surgically corrected. 

Supremacy of the artery in the preservation of 
the body and its component parts is again demon- 
strated through the success of these diagnostic and 
surgical technics. 

Angiography is important not only in the local 
lesions cited above, but also in the differential 


Fig. 14. Atherosclerotic nicking in femoral artery. Fig. 15. Com- 
plete occlusion of femoral artery. 
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Fig. 16. Saddle embolism at bifurcation of aorta into iliac 
arteries. 


diagnosis and correction of systemic disease. For 
example, hypertension and the complications of 
hypertension rank high among causes of death 
due to cardiovascular disease. 

In the evaluation of the hypertensive patient 
one must eliminate endocrinopathies such as 
pheochromocytoma and Cushing’s disease, advanced 
systemic arterial disease, and manifest renal disease. 
If none of these apparently exists, one then usually 
makes a diagnosis of essential hypertension and 
institutes therapy with one or more of the hypo- 
tensive drugs. These agents, however, do not cure, 
but merely postpone the inevitable renal failure, 
cerebral vascular accident, or congestive heart 
failure. 


Fig. 17. Nephogram. 
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Certain types of hypertension, however, may be 
cured; one such type is that which is present in 
persons with a so-called Goldblatt kidney. In 1932, 
Goldblatt52-55 demonstrated by placing silver clips 
upon the renal arteries of experimental animals 
that decreased renal blood flow caused these 
animals to develop hypertension. Subsequent in- 
vestigators®6-58 demonstrated that the decreased 
arterial blood flow to the kidney resulted in a 
sequence of enzyme substrate reactions which 
produced a hypertensive substance known today 
as hypertensin or angiotonin. Further, it has been 
demonstrated that this may be present when 
clinical, urinary, and hematologic manifestations of 
renal disease are absent. Clinical experience has 
shown that the removal of such a kidney results in 
the remission of the hypertension and its symptoms, 

The science of angiography has given us a new 
insight and approach to this problem. It is my 
opinion that if any of certain criteria be present, 
it is obligatory to give the patient the diagnostic 
benefit of nephrography®?6! (Fig. 17). These 
criteria are hypertension with a fixed elevated 
diastolic pressure, sudden onset of hypertension 
or increase in blood pressure, a relative decrease 
in size of one kidney (1 inch or more), or delay in 
the appearance of contrast media during excretory 
urography. In this connection, we have found it 
useful in all hypertensive patients to take the first 
excretory film at 3 minutes instead of 5 minutes. 

It is true that at present this type of hypertension 
may represent only 5 to 10 per cent of the total 
cases, but I argue that more careful study and 
more frequent application of contrast technics to 
renal circulation will give us a better understanding 
of the selective criteria for surgical correction, and 
perhaps eventually answer the age-old “chicken 
and egg” question of hypertension: Which comes 
first, hypertension or altered renal function? 

The treatment of such a disorder may be 
nephrectomy, endarterectomy, bypass graft, or 
excision and graft. It has been my privilege to 
observe several patients with this type of hyperten- 
sion who have been operated on with gratifying 
results. Again the artery leads the way to definitive 
diagnosis and treatment. 

As we consider the supremacy of the artery, we 
must certainly not neglect the greatest “artery” 
of all, the heart. Physiologists, pathologists, and 
cardiologists, since the days of His, Harvey, and 
Einthoven, have striven for a better understanding 
of cardiac dynamics and blood flow through the 
normal and diseased heart. 

Angiocardiography has helped to solve many of 
these problems; it gives us not only a means for 
evaluating the physiology of the heart, but also 
ability to study the pathophysiology of congential 
and acquired heart disease. (Figs. 18, 19, and 20). 


Moniz, in 1931,4° attempted to study these prob- 


lems by utilizing what he termed angiopneumogra- 
phy. In 1933, Conte and Costa®? reported successful 
visualization of the pulmonary arteries. In 1938, 
Grishman, Steinberg, and Sussman® reported suc- 
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Fig. 18 


Figs. 18, 19, and 20. Successive stages of an angiocardiogram. 


cessful visualization of the right side of the heart 
and the pulmonary artery. 

Since then major improvement in the media and 
technics have made possible more detailed studies. 
With the development of cinefluorography, the 
cardiac physiologist has had a better opportunity 
to study the dynamics of the heart in both health 
and disease. 

All of the early angiocardiographic studies were 
accomplished by various modifications of the intra- 
venous administration of the contrast media. Such 
technics leave much to be desired insofar as 
visualization of the left side of the heart is con- 
cerned. Ventriculography (Fig. 21), utilizing supra- 
sternal, transthoracic, or retrograde technics, has 
overcome this difficulty. Angiocardiography and 
ventriculography, combined with cardiac catheteri- 
zation, have become the foundation upon which 
cardiac surgeons have developed their spectacular 
and successful technics. 

Let us take a brief look at the role of these 
methods in modern cardiology and cardiac surgery. 

By the use of right-sided angiocardiography and 
serialography or cinefluorography,®46* one can 
visualize not only the transit of media through 
the heart, but also evaluate the dynamics of intra- 
cardiac shunts and study the pulmonary vascular 
system. This is extremely useful in the diagnosis 
of congenital lesions of the pulmonary system, and 
especially useful in the differential diagnosis of 
mediastinal masses seen on routine roentgenograms. 

With the use of contrast media, the radiologist 
can more accurately differentiate the various struc- 
tures of the mediastinum and can evaluate the 
effects of primary and secondary tumors®7-72 upon 
circulation (Fig. 22). This enhances not only the 
diagnosis, but establishes the additional criteria 
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necessary for the selection of an adequate thera- 
peutic approach. 

For example, many of the early closed attempts 
to correct stenotic lesions of the mitral valve were 
unsuccessful either because of failure to recognize 
coexistent regurgitation or inability to quantitate 
the degree of regurgitation. Further, it was found 
that auscultatory evaluation of murmurs at the 
base of the heart was not always accurate. Both 
of these problems were barriers to the advancement 
of surgical technics and to the accurate preopera- 
tive determination of whether the open or closed 
approach should be used, and left ventriculography 
helped to solve both of these problems. 

Retrograde aortic technics (Figs. 23 and 24) 
make it possible to evaluate the integrity of the 
semilunar valves of the aorta and to quantitate the 
degree of incompetence or stenosis. This is of 
considerable value in preoperative evaluation of 
aortic lesions. 

Development of the retrograde aortic technics 
has led to increasing interest in the visualization 
of the coronary vessels (Fig. 25). Simultaneously 
with this interest, statisticians were revealing an 
increasing incidence of coronary artery disease, and 
its more frequent occurrence in the younger age 
brackets. For example, Dotter and colleagues!® 
estimate that in 1960, 500,000 people will die of 
coronary artery disease. 

Successful visualization of the coronary vessels 
was first reported by Jonsson in 1948.75 Since then 
numerous technics!®-74-76 have been devised and 
studies made of the reactions to various media. In 
this connection, it is interesting to note that in 
195918 it was reported that thorium dioxide 
(Thorotrast) produced no greater side effects than 
normal saline solution, and that at least for coronary 


| P| Fig. 19 Fig. 20 
| 
| 
| 
{ 


Fig. 21. Ventriculogram. 


arteriography, this safety factor seemed to offset 
the disadvantage of the medium, namely, radioac- 
tivity. It would seem that, even in angiography, 
history repeats itself; for one finds similar conclu- 
sions in the works of Moniz published in 1927.2 

The above technics and studies have been spurred 
by the reported successful surgical correction of 
coronary artery disease. Hence it becomes impera- 
tive that we better understand the pathology of 
this disease and also be able to evaluate the success 
of surgical restoration of the coronary circulation. 

Such corrective technics undoubtedly are in their 
infancy, but even today it is reported that they are 
better than 10 per cent successful. Therefore, if 
we accept Dotter’s estimate of 500,000 deaths in 
1960,18 this means a possible salvage of 50,000 
persons. 

Pause a moment: Is the artery supreme? 

To further substantiate the argument for the 
supremacy of the artery, I would call your attention 
to other diagnostic technics which I believe show 
considerable promise. Some would argue that they 
represent isolated reports, but then, was not the 
original work of Moniz also isolated until sufficient 
data were collected to substantiate his findings? 

One of these technics, which I believe holds 
unlimited promise, is the use of contrast studies 
in the diagnosis and prognosis of malignant lesions. 
As early as 1937, Farinas’? suggested that bone 
tumors might be studied by the use of aortography. 
This phase of arteriography received sporadic 
attention’®-8! unti] recently when Margulis and 
Murphy®? reported a series of cases and suggested 
rather definitive criteria for the differential diag- 
nosis of benign and malignant lesions of bone by 
means of contrast studies. 

They found that malignant lesions are charac- 
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Fig. 22. Giant right atrium, differentiated from mediastinal tumor. 


terized by an increase in the size of afferent arteries 
and efferent veins, as well as the presence of large 
arteriovenous shunts. 

Bobbio and colleagues8*-84 have studied the 
characteristics of the vascular bed of the prostate 
gland for the purpose of differentiating hypertrophy, 
prostatitis, and malignancy. Taking a cue from the 
well established criteria for cerebral neoplasms, 
these investigators studied the arterial, capillary, 
and venous phases of the transit of contrast media 
through the vasculature of the prostate. They found 
in malignant disease a characteristic displacement 
of the principal arterial supply, characteristic 
“tumor staining,” and relatively large arteriovenous 
shunts. The criteria held true, and the diagnosis 
was confirmed at surgery in their entire series of 
cases, 

This could be a very important finding, since 
it is well established that the currently accepted 
laboratory and radiographic criteria of prostatic 
malignancy are present only after the lesion has 
metastasized beyond the capsule, and even then 
may not be definitive. For example, a patient with 
history and palpatory findings suggestive of prostatic 
malignancy presented x-ray findings of diffuse 
condensation rather than lytic involvement of the 
spine. Acid phosphatase was within formal limits 
on repeated examination. Two biopsies of the 
prostate were negative for malignancy. Eventually, 
at prostatectomy, the clinical diagnosis of malig- 
nancy was confirmed. Had we had the courage to 
perform contrast studies, we might have arrived at 
the appropriate diagnosis earlier and avoided sur- 
gical violation of the prostate. 

In both of the previously described technics, I 
call to your attention the presence of large arterio- 
venous shunts and project the thought that further 
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Fig. 23 


Fig. 24 


Figs. 23 and 24. Retrograde aortograms showing incompetence of the aortic valve. 


study of the pathophysiology of this factor might 
lead us to better understanding of the process of 
the metastasis of malignant lesions. 

The gynecologist and obstetrician are also finding 
increasing use for contrast media in the evaluation 
of pelvic disease.85-9! Examples are the location 
of the placenta in placenta previa, tubal pregnancy, 
and differential diagnosis of fibromyoma, tumors 
of the adnexa (Fig. 26), and extragenital pelvic 
tumors. 

In all of these, I believe we are getting only a 
glimpse of the multitudinous possibilities that ar- 
teriography presents as a diagnostic technic. 

Lest the arguments to date are insufficient to 
persuade you that the artery is supreme, let us 
proceed further and accept the premise that the 
role of the artery is only as great as the role of 
the complete vascular system. Therefore, integrity 
of the venous portion of the cardiovascular system 
is also extremely important and should also be a 
component part of our argument. 

Some of the earliest venous contrast studies were 
carried out by Frossman‘ in evaluating the upper 
extremities. Today, we have numerous technics®2-%3 
which permit us to study, in addition to the extrem- 
ities, the integrity of the vena cava, the vertebral 
veins, and portocaval system (Figs. 27 and 28). 

Insofar as upper extremities are concerned, 
venograms (Fig. 29) are useful in differentiating 
edema of venous origin from lymphedema. They 
are especially useful in establishing the site of 
venous obstruction due to either primary or 
metastatic tumors. 

Evaluation of the venous system of lower ex- 
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tremities can be very helpful in establishing the 
suitability of the patient for venous operations and 
also in the differential diagnosis of edematous states. 

We are all quite familiar with the technic of 
evaluation of the superficial venous system by the 


Fig. 25. Retrograde aortogram demonstrating coronary arteries. 
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Fig. 26. Abnormal arterial supply and tumor stain in left iliac 
fossa. 


injection of contrast media. However, of consid- 
erable interest and further help in differential 
diagnosis is the evaluation of the deep venous 
circulation by the method of DeWesse and Rogoff 
in which a catheter or needle is placed in a super- 
ficial vein, a tourniquet is placed immediately 
proximal to the catheter, and the medium injected 
while the patient (who is in an erect position) 
rises on his toes, thereby contracting the muscles 
of the lower extremity and transferring the medium 
into the deep venous circulation. 

Portal hypertension and its symptom complex 
for many years confounded the diagnostician, and 
because of misconceptions and lack of definitive 
knowledge, people with this disease were treated 
with little or no hope of even palliative relief. This 
was especially true in those with portal cirrhosis. 

Formerly it was believed that the ascites of 
portal hypertension was due to the decreased 
osmotic pressure secondary to the hypoproteinemia 
which usually accompanied this disease. Today we 
recognize that the ascites is often present after 
correction of the protein deficiency, and further 
that ascites frequently exists without peripheral 
edema. This has led us to the understanding that the 
true cause of the intra-abdominal collection of fluid 
is the increased pressure of the great venous bed 
of the portal system, rather than a decreased 
osmotic pressure of the blood. This knowledge led 
to renewed efforts to relieve this pressure by appro- 
priate portocaval shunts. 

In 1951, Abeatici and Camp® reported on early 
attempts to visualize portal systems. By 1956, 
several technics®6-196 had been developed, such as 
transcapillary portoportography, hepatoportogra- 
phy, and splenoportography (Fig. 30). The last 
technic appears to be the favored one, and in the 
hands of experienced operators it has minimal 
morbidity and complications. By its use the surgeon 
can select the optimal site for anastomosis; hence, 
in the last few years this has been most successful 
in the surgical correction!©7-111 of portal hyperten- 
sion. 
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Fig. 27. Inferior vena cava study. 


The removal of the threat of ruptured esophageal 
varicosities and such complications as abdominal 
ascites and hemorrhoids, combined with the ad- 
vancing knowledge of medical management of 
hepatic disease, has opened new vistas for what 
was formerly a hopeless problem. 

By splenoportography (Fig. 31), other problems 
can be resolved. For example, it is probably 
superior to barium studies in the diagnosis of 
esophageal varicosities. It is also useful in differ- 
ential diagnosis of neoplastic and other diseases 
of the liver, pancreas, and adjacent areas,112.113 
Moselley!!4 reports the combined use of spleno- 
portography, retroperitoneal introduction of air, 
and filling the stomach and duodenum with barium, 
for the diagnosis and location of neoplastic growths 
in the pancreas. 

You are well aware of the difficulty experienced 


Fig. 28. Obstruction of inferior vena cava. 


4 
TERA 
- 


Fig. 29. Obstruction of brachial artery due to metastasis from 
breast tumor. 


to date in making such a diagnosis. Current labora- 
tory tests for pancreatic disease are not reliable. 
Barium studies of the stomach and duodenum, 
using the criteria of Lloyd,!!5 have been extremely 
helpful when correlated with a careful clinical 
evaluation of the patient. I believe, however, that 
further development of combined technics similar 
to Moselley’s will enable us to advance along the 
pathway to an earlier diagnosis and more successful 
therapeutic approach to this difficult problem, and 
by this means score one more victory over malig- 
nant disease. 

In this connection, an entirely new field may be 
opening through lymphangiography.!!6 There are 
promising reports of characteristic findings that 
may help us to study the role of the lymphatics in 
malignant disease and to determine preoperatively 
the extent of metastasis. 

Ladies and gentlemen of the jury, I could sum- 
mon many more witnesses for the defense of my 
client, but I believe the evidence is sufficient to 
justify a favorable verdict and, therefore, it is time 
to summarize our case. 

It has been established that the science of 
angiography has brought us into a new diagnostic 
era insofar as cerebral, aortic, cardiac, peripheral 
vascular, venous, and lymphatic lesions are con- 
cerned. 

I have discussed briefly the pathophysiologic 
significance of these lesions, not only at the site of 
lesion, but also insofar as the effects on the total 
body concept of disease is concerned. 

I have cited how these diagnostic technics have 
spurred the surgical teams to develop means of 
correcting what were formerly considered hopeless 
problems. 

I have shown that in angiography there is a 


448 


Fig. 30. Normal spienoportogram. 


common meeting ground for all specialties of 
medicine. 

I feel certain Dr. Trenery, with his avid search 
for a better way of doing things and his capacity 
to look into the future, would be one of the first 
to embrace and advance these technics, and there- 
fore I offer this presentation as a memorial to him 
and urge you to follow the paths I am certain he 
would have taken. In so doing you will create a 
perpetual and living memorial. 

Ladies and gentlemen, I rest my case. You shall 
render the verdict: Is the artery supreme? 


I wish to thank Dr. Paul T. Lloyd of the Hospital 
of the Philadelphia College of Osteopathy, Dr. 
Robert Rosenbaum of the Metropolitan Hospital 
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Miller, and James Mallon of the West Side Oste- 
opathic Hospital of York, Pennsylvania, for their 
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Fig. 31. Splenoportogram with obstruction of inferior vena cava. 
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Moderator, PHILIP ADLER, D.O., Highland Park, 
Michigan; panel members, JULIAN LANSING 
MINES, Ill, D.O., Los Angeles, California, 
CHARLES K. NORTON, D.O., Royal Oak, Mich- 
igan, NOEL G. ELLIS, D.O., Fort Worth, Texas, 
and ROBERT E. SOWERS, D.O., Warren, Ohio 


Dr. Adler e The announced subject is very broad; 
moreover, what may be a common problem to one 
person may be no problem at all to the next. There- 
fore, in preliminary planning, the panel decided to 
cover only a few of the more controversial obstetric 
problems. 

One of these questions concerns the elective in- 
duction of labor. What are the criteria for use of 
the procedure? In what cases does one induce labor, 
and why? 


Elective induction of labor 


Dr. Sowers e The citeria for elective induction of 
labor will vary from individual to individual, de- 
pending upon the obstetrician’s experience and the 
attitude of the physicians in his community. After 
reading much of the extensive literature on the 
subject and having some experience with the pro- 
cedure, I have finally set up my own criteria, which 
I should like to present for consideration. 

(1) One must consider the age of the patient. 
One might elect to induce labor in a young woman 
with a soft cervix earlier than in an elderly primi- 
gravida. (2) The patient’s condition during the pre- 
natal period must be known to the obstetrician. 
(3) There is a good deal of confusion in determining 
just what is a ripe cervix, especially in regard to 
effacement. “Effacement” is a vague word; it means 
different things to different people. I believe that 
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effacement is the relaxation of the internal cervical 
os and complete obliteration of the cervical canal. 
The cervix itself may still be fairly thick, but the 
important things are relaxation of the internal os 
and lower uterine segment and loss of the cervical 
canal itself. (4) I have been performing vaginal 
examinations at term for years. It is my opinion 
that there is no better way to evaluate the cervix 
to determine whether or not labor is to be induced. 
Vaginal examination is helpful in evaluating the 
internal os. (5) The head of the fetus must be en- 
gaged. (6) It is important to know the history of 
any previous labor, especially if there has been a 
rapid, tumultuous labor and delivery. Sometimes 
one can do a patient a service by performing induc- 
tion before such labor begins, thus gaining control 
of the situation; this is true whether amniotomy or 
caudal anesthesia is used. In such a case induction 
might prevent some birth injuries that could occur 
from rapid delivery. (7) I think elective induction 
of labor is of value also in the patient who is appre- 
hensive about pain or is worried about being a 
considerable distance from the hospital after having 
had a rapid delivery previously. 

If these criteria are met, I believe the patient is 
a good candidate for elective induction. 

One of the criticisms of the procedure is that it 
is done purely for the convenience of the obstetri- 
cian. Also, those who are opposed to it say it should 
never be done because of the complications that 
may be encountered. However, if listed criteria 
have been met I doubt if there will be problems 
and the patient will progress well. 

Dr. Adler ¢ The audience may not know that elec- 
tive induction of labor, which we call PPP (planned 
painless parturition), was originated by a member 
of this panel. We will call on him now for any 
additional comments. 

Dr. Mines e I do not suppose that I consider age 
as Dr. Sowers does. I do not know what age he 
would designate as “elderly.” Does that mean a 
patient in the 30’s? I think that the elderly multi- 
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gravida or the multipara who is not elderly is just 
as great a risk in induction as would be the elderly 
primigravida. I believe that the patient’s general 
physical condition is more important than her age. 

I would agree that cervical evaluation by vaginal 
examination is quite important. I would prefer that 
the patient be at term. If I knew that she was not, 
or if there were doubt, I would delay an elective 
induction. 

I see no harm in inducing labor electively for the 
convenience of the physician. I do not think this 
is poor practice. As a matter of fact, if it is done 
for that purpose I feel that the labor will be con- 
ducted in a better fashion than if the patient goes 
into labor spontaneously at an inopportune time. 
I believe that elective induction of labor is cur- 
rently accepted as an appropriate procedure; cer- 
tainly it is in the larger cities. 

Dr. Adler e Do any of the other panelists wish 
to add anything to this discussion? 

Dr. Norton e I have other criteria which I should 
like to add to the list for PPP: (1) A sudden change 
in the station of the head. If the cervix is ripe and 
the head has remained at a minus 3 station, I take 
note of it but take no action. However, the next 
time I see that patient, even if the cervix is not as 
ripe but if there is sudden descent of the head from 
a minus 2 or 3 station to a plus 1 station, I see her 
again in a short time if I am interested in inducing 
labor. (2) This is a reverse criterion: the time limit 
on how long PPP is to continue. As I grow older 
and like to worry less, I like to see delivery take 
place 1% to 2 hours after induction is started, and 
not have an interval of 5 or more hours. 

There is great satisfaction to me in delivering a 
patient with PPP who had previously had a 72-hour 
labor and a horrible experience. She is frightened 
and apprehensive. Induction does her more service 
than anything I can think of. Everything is over in 
a matter of 2 or 3 hours. To me it is pure delight, 
after she has had her baby, to hear the patient say, 
“What a wonderful experience that was, compared 
to what I thought it was going to be.” 

Dr. Ellis ¢ It seems that we have arrived at about 
the same time limit for anesthesia or PPP to be 
continued, so that we feel we have not misjudged 
the patient as to her being at term and ready for 
delivery. I might mention that we use Cervilaxin 
along with caudal anesthesia. In some patients it 
seems to do a lot of good and in others I see no 
appreciable shortening of the average induced 
labor. In cases where we have wanted to induce 
labor and the cervix was not ripe, we have occa- 
sionally given Cervilaxin intravenously for a period 
of 3 to 4 hours under caudal anesthesia to efface 
and ripen the cervix. Then it is stopped. The fol- 
lowing day the procedure is repeated; then fre- 
quently delivery occurs within 45 minutes to 1 hour. 
I have done this in two patients, both of them 
cardiac patients who were having trouble. We fol- 
lowed this procedure, using Cervilaxin to ripen 
the cervix; the second day when we repeated the 
procedure delivery was accomplished very easily. 


Dr. Mines e One of the most important criteria 
for PPP to me is that the cervix be directed an- 
teriorly. If you perform induction when the cervix 
is in a posterior position, even if it is considered 
ripe several hours must be added to that induction. 
As a matter of fact, I refuse to perform elective 
induction in cases where forces against the anterior 
portion of the lower uterine segment will delay the 
anterior positioning of the cervix. Very often the 
cervix will direct itself anteriorly after a time, if you 
wait until the patient has had a series of contrac- 
tions. 

Dr. Adler e I will take the privilege of moderator 
to summarize what I have listed as the criteria for 
elective induction of labor: (1) The procedure 
probably should be performed electively on multi- 
gravidas who are near or at term. (2) The cervix 
should be ripe as to its effacement and dilatation, 
and it should be in an anterior position. (3) The 
head should be engaged or engageable, and I might 
add that it should be a cephalic position. (4) Any 
sudden descent or change in the station of the head 
calls for immediate action. 

In which patients is induction performed, and 
why? We have mentioned elective induction (PPP). 
But there are cases that fall in the category of 
complications of pregnancy, such as those with 
diabetes, Rh incompatibility, and cardiac and pul- 
monary conditions; the reasons for performing in- 
duction in these patients are obvious. 

We will ask Dr. Norton to start the discussion 
on problems occurring in the second trimester of 
pregnancy which are controversial. 


Problems occurring in the 
second trimester 


Dr. Norton e The second trimester of pregnancy 
is roughly the period between the fourteenth and 
twenty-eighth weeks. I should like to discuss three 
phases of that period. 

1. Fetal heart tones. The first detection of the 
fetal heart tones is most important. In reviewing 
some of the preceptor training programs I found 
that some men see their patients only once a month. 
I could not do what I want to do if I saw my 
patients only once a month; I see them a minimum 
of every 3 weeks and sometimes every 2 weeks. If 
patients are not seen at least every 3 weeks you 
will lose the first detection of fetal heart tones. This 
cannot be done with a regular stethoscope; you 
must use a fetoscope. 

At the time of the first detection of fetal heart 
tones, I either confirm the anticipated date of de- 
livery or adjust it. If I first hear fetal heart tones 
at 3% to 4 months I feel reasonably sure that that 
patient will deliver at her anticipated date of con- 
finement (ADC). If I hear fetal heart tones at 3% 
to 4 months, I do not pay too much attention to 
the size of the uterus because that varies with the 
configuration of the patient. However, if I have 
seen a patient throughout her pregnancy and hear 
the fetal heart tones first at 5 to 54 months, I readjust 
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my ADC and I tell her that she is probably going 
to deliver a month later than we had anticipated. 
If she should deliver on the date given her origi- 
nally, the baby would probably be of normal size 
and everything would be all right. 

I feel it is important to warn the patient about 
possible postmaturity because the pressure on her 
is unbelievable. She may get eight or ten phone 
calls a day if she goes a week or 10 days overdue. 
Her relatives, her friends, her husband—everybody 
gets upset and they ask, “Haven’t you gone yet? 
What does your doctor say?” I have eliminated all 
that if I watch for that first detection of fetal heart 
tones. Also, if I do not hear the fetal heart beat 
until about 5 months, I will take into consideration 
whether the patient has felt life or not, although 
that is a nebulous sort of thing. If she goes to 44 
weeks I am certainly concerned about her because 
I am extremely interested in postmaturity. I will 
make some attempt to induce labor if she is multip- 
arous. If she is a primigravida I usually sit and 
sweat it out. 

2. Change in the height of fundus. I do not pay 
too much attention to the relationship of the fundus 
to the umbilicus in itself. The patient may be 4 
months pregnant and have a uterine fundus 2 
fingerbreadths above the umbilicus. It all depends 
on the configuration of that patient. But if you see 
her again at a time when the fundus should be 1 
to 2 fingerbreadths or stationary, and it has gone 
up to 3 fingerbreadths since the last visit 3 weeks 
previously, one thinks of polyhydramnios, which in 
turn suggests diabetes or monstrosity, or one thinks 
of multiple pregnancy. I have no patience with 
myself or with anyone else who misses a multiple 
pregnancy. Do I tell the patient that she has a 
multiple pregnancy? I most certainly do. Some- 
times I will confirm it by a flat plate, but I always 
try to pick it up by watching the height of the 
uterine fundus. There is usually also a weight gain, 
supposedly uncontrollable. If it is summer there 
may be edema as well. 

The most important reason for diagnosing multi- 
ple pregnancy is to restrict the patient's activities 
in the last 4 weeks of her pregnancy. I think half 
or more of these people deliver at 36 weeks of 
gestation. Much work has been done recently to 
prove that restricting activity in the last month 
or so of gestation in a multiple pregnancy will 
improve fetal salvage markedly; so that is a second 
reason why I like to inform the patient of the multi- 
ple pregnancy. 

3. Habitual abortion. It is important to evaluate 
those patients who might be classed as habitual 
aborters, women who have lost two or more fetuses 
in the previable age. One should always be suspi- 
cious in such a case. The patient may suddenly go 
into an almost painless labor, and her only clues 
will be spotting and a feeling of pressure in the 
pelvis. Within a very short time the cervix is com- 
pletely dilated and the pregnancy is beyond sal- 
vage; that is the point of no return. 

What can be done to restrain the incompetent 
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lower uterine segment? One of the recent advances 
in obstetric science is a procedure for closing the 
lower uterine segment with a purse-string suture. 

These patients should be on restricted activity 
and should have some kind of uterine relaxant like 
progesterone or Lutrexin; but give them a lot of 
tender loving care, watch them like a hawk, and 
you can do a heroic job of improving a situation 
that up to recently was beyond any hope. 

Dr. Mines e I have great difficulty—in fact, I find 
it impossible—to pick up fetal heart tones at 3% 
months, 

Dr. Norton e If you listen hard enough and far 
down in the suprapubic region, really right in among 
the pubic hairs, you can frequently hear them. 
Sometimes they can be heard in the lower quadrant 
but not in the fundus. I am positive that that is 
what I am finding. 

Dr. Adler e Dr. Norton, if you have a patient who 
has been diagnosed as having an incompetent cer- 
vix and you do a Shirodkar or Lash type of opera- 
tion, what would be the method of delivery if she 
goes to term? : 

Dr. Norton e We have a big series of 2 cases in 
which black silk was used. We kept one patient on 
restricted activity until she was at 38 weeks. Then 
we allowed her to be up and about, to visit her 
neighbors, and she went into labor that evening. 
We have done nothing to lyse those sutures. We 
have left them in place. In one patient I think it 
pulled through the posterior cervix with no evidence 
of where it pulled through. It must have gently 
eroded as the head descended and there was efface- 
ment of the lower uterine segment. If a plastic 
suture is used the patient probably has to have 
cesarean section. Some men have done the proce- 
dure on nonpregnant patients; those patients all 
deliver by section. This procedure will probably 
prevent the patient from ever having an incompe- 
tent lower uterine segment in the future. 

One thing I did not mention before. In the fre- 
quent 2-week evaluation of the status of the cervix, 
we look to see if the cervix is anterior. I feel exactly 
as Dr. Mines does about posterior positions. I will 
have nothing to do with a posterior cervix for PPP. 
However, if that cervix becomes anterior, and it 
does in many cases, and if it becomes effaced and 
begins to dilate, that is the girl for whom you must 
do something immediately if you feel sure that she 
has an incompetent lower uterine segment. We have 
seen a girl who at the first examination was at least 
7 cm. dilated with what looked like a blue tennis 
ball in the vaginal vault. We took a sponge on a 
forceps and gently moved that bulge of membranes 
back into the cervix and held it there while a sur- 
geon who was standing by put in a purse-string 
suture. 

Dr. Adler e I recall one patient of Dr. Matthews 
who went to term and was delivered by section. 

Dr. Sowers e I would like to add one case of 
incompetent cervix in which we used black silk 
sutures. She delivered spontaneously at about the 
thirty-ninth week; we merely slit the suture and 
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she delivered in about 15 minutes. I would also 
agree that it is important for the cervix to be an- 
terior and effaced. 

Dr. Mines e I have one comment on the so-called 
incompetent internal os. My one case I missed. She 
was scheduled for a Saturday morning and she 
delivered a premature infant on Friday. Since that 
time we have had two trays set up and ready to 
go with the new Ethicon suture material, but I am 
having a hard time finding anyone with an incom- 
petent internal os. ~ 


Routine dilatation and curettage following 
spontaneous abortion 


Dr. Adler e Should we routinely do a dilatation and 
curettage following spontaneous abortion? 

Dr. Ellis e I think of abortion as occurring up to 
the fourteenth week of gestation. Up to the twenty- 
eighth week I consider it a miscarriage, and beyond 
that but before term it is premature labor. Spon- 
taneous abortion may be due to one of many things: 
Defective germ plasm; inadequate progestational 
endometrium; maternal diseases such as severe 
acute infections, nutritional or vitamin deficiencies, 
or chronic wasting disease, which is rare because 
usually in such a condition pregnancy does not 
occur; abnormalities of the reproductive system; 
laceration of the cervix and incompetent cervix; 
congenital anomalies; displacement of the uterus; 
severe external physical trauma; endocrine defi- 
ciencies; and perhaps psychogenic factors. 

I classify clinical stages and types of abortion as 
threatened, inevitable, incomplete, and missed, 
which most authorities seem to think occur after 8 
weeks. It is believed that the woman will probably 
have a nonviable fetus for a period of 6 weeks 
before it is expelled. The final classification is habit- 
ual or septic abortion. 

I think that every patient having incomplete 
abortion occurring between the sixth and fourteenth 
weeks of gestation should have dilatation and curet- 
tage. If abortion occurs before the sixth week and 
the contents are expelled in one mass which appears 
to be complete, then one might get by without 
such a procedure. Beyond that time I feel very 
strongly that the patient should have the benefit 
of a dilatation and curettage. 

There are a few points I would like to stress 
concerning the technic of dilatation and curettage. 
First, use Hegar dilators to dilate the cervix, and 
use them gently. Dilate the cervix slowly, so as to 
avoid laceration. Only dull curets should be used, 
and these very gently. It may be possible to intro- 
duce a finger, explore the uterine cavity and loosen 
any material which might be there. Remove this 
material with a ring or ovum forceps and follow 
this with very light curettement with a dull curet. 
I begin at a particular area and follow around so as 
to be sure of covering all areas of the uterus. Before 
I finish, I like to to use a gauze curet introduced 
on a uterine dressing forceps. By rotating this sev- 
eral times and then bringing it out, I many times 
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will find little pieces of membrane or placental tis. 
sue which I had missed with the curet. 

If it has been an early stage of gestation and 

bleeding is well controlled, I do not always insert 
a uterine pack. When the uterus is larger, I usually 
do insert a pack which is removed some 8 to 24 
hours later, depending upon the type and amount 
of bleeding. I do not use any medication on these 
packs. 
Dr. Mines e In searching the literature and reading 
the contributions by those who have had a rather 
large experience with incompetent internal cervical 
os, I notice that many of the patients successfully 
treated by the different methods give a history not 
only of previous premature delivery but also a 
number of abortions. I would just assume that pos- 
sibly a great number of them were curetted after 
they had had their spontaneous abortion, and I 
cannot help but think that maybe the Goodell dila- 
tors, that are used by so many because of ease and 
rapidity of operation, might be responsible for 
some cases of incompetent internal os. That is at 
least a thought. I think the Hegar dilators should 
be depended upon. 

Concerning spontaneous abortion, monumental 
work has been done in the past and was recorded 
recently by Dr. Carl T. Javert of New York, after 
many years of study, indicating that he was able 
to salvage the so-called blighted ovum or quite 
early spontaneous abortion. He has salvaged quite 
a number—over 1,000. He has come up with a 
theory which seems to have great merit. We say 
that 1 in every 10 pregnancies terminates in spon- 
taneous abortion. This we feel is rather normal 
because it is generally accepted as average. We also 
say that most of these are due to a “blighted ovum,” 
whatever that means. Javert has come up with this 
point: On the fertilized ovum preparing to implant 
there is an area on the surface called the germinal 
plate. Possibly by luck, or more likely by factors 
which work beyond our comprehension, the germi- 
nal plate area does not imbed itself at the site of 
implantation, but another area of chorionic villi 
that surround the entire fertilized ovum do imbed 
themselves in the glandular portion of the endo- 
metrium that becomes the decidua. One must re- 
member that there are three sections of the decidua: 
(1) the basalis where the ovum implants itself, (2) 
the vera which is not involved in the implantation, 
and (3) the reflexa which progresses up over the 
newly fertilized ovum as the decidua reflexa or 
capsularis, if you wish. If the germinal plate is in 
the area where the only place it could be attached 
is the decidua reflexa, the capsularis will never be 
vascular enough to support the chorionic implanta- 
tion. Hemorrhage will occur. This has been proved. 
Hemorrhage occurs at the site of the germinal plate, 
between it and the decidua reflexa, and the patient 
aborts. 

Dr. Norton e I would like to ask Dr. Ellis what he 
means by “displacement” of the uterus as a factor 
in abortion. 

Dr. Ellis ¢ Sometimes a retroverted and fixed uterus 
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does not have room enough or cannot lift itself out 
of the pelvis and out of this abnormal position and, 
because of lack of development, abortion results. 
I think, however, that those cases are very rare. 
Dr. Norton e I am glad to hear you say that. I 
have been particularly interested in this problem 
because at one time in our hospital we did hun- 
dreds of uterine suspensions. Now the pendulum 
has swung to the other extreme so that it is very 
rarely that a uterine suspension is done, unless it 
is in conjunction with some other abdominal oper- 
ation. I have watched patients closely and have 
seen a few with retroverted uteri. Many of these 
women have been told that they will not become 
pregnant because of the uterine retroversion, which 
is just nonsense. I put all my patients with retro- 
verted uteri on a regimen using knee-chest position 
and other exercises. On close observation over a 
long period I can honestly say that I have had only 
one case in which I can definitely relate abortion 
to a retroverted uterus, and that one was so fixed 
in the pelvis that it could not be pushed up. These 
retroverted uteri all go up into good position so far 
as I am concerned. One girl I thought was going to 
abort because of a retroverted uterus, and I thought 
I might have to induce abortion or perform a uter- 
ine suspension, delivered a 10 pound 3 ounce baby 
without any trouble at all. 
Dr. Adler e I will now poll the panelists, asking 
them to tell us without elaboration what their feel- 
ings are concerning routine dilatation and curret- 
tage following spontaneous abortion. 
Dr. Norton e I do it routinely in almost 100 per 
cent of my cases. 
Dr. Mines e I do it in 100 per cent of cases. 
Dr. Ellis e I would say in 98 per cent of cases. 
Dr. Sowers e One hundred per cent. 
Dr. Adler e Mine is 100 per cent. 

You can make your own decision; these are our 
comments and opinions. 


Shock 


Dr. Adler e While we were having our preliminary 
discussions yesterday, Dr. Norton told us a story 
which I will ask him to tell again in introducing 
this topic into the panel deliberations today. 

Dr. Norton e Several year ago I spent a month 
in Jamaica and had a native waiter who was very 
proud of a hospital they had in one of the provinces 
of the island. He wanted me to meet the surgeon 
who had operated on several members of his fam- 
ily; so we made the 60-mile trip to the northeast 
portion of the island. The surgeon was not there 
at that time; but the head nurse was. She told me 
that this surgeon had been trained in Edinburgh; 
that he was half English and half Negro; that he 
could do an appendectomy in 4 minutes; that the 
only anesthesia he used was chloroform; that he 
had performed 1,500 major surgical procedures in 
the past year and had not used 1 pint of blood! He 
had only used intravenous saline. His mortality 
rate was fabulous. I met the doctor later and had 
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an opportunity to visit with him. This incident 
impressed me for one reason: I hate to give blood. 
I will do anything I can to avoid it. We have the 
philosophy in our obstetric department that if a 
patient needs 1 pint of blood she needs 2, and so 
many times we can avoid transfusion if we are 
careful. I wish somebody could give me the answer 
to how this fantastic surgeon practices without giv- 
ing blood—not even 1 pint of blood! 

Dr. Mines e I am not now referring to what Dr. 
Norton just stated but to something he said earlier: 
If we decide it is better to do vaginal examinations 
certainly it would be because of the information of 
a scientific nature that we have gained throughout 
the years. It does not mean that we are retrogressing 
in obstetrics because we now are doing what our 
grandfathers thought was perfectly all right to do. 

I am going to talk now about something in the 
same vein. I am sure that some of you are well 
informed about the wonderful work being done on 
shock by the National Institutes of Health and the 
Army Medical Corps. We always speak of shock 
with caution because we realize we don’t actually 
know what we are talking about. We feel it is some 
ethereal catastrophe, and we use everything and 
anything to combat and treat it. Now we are begin- 
ning to learn more about this unfortunate episode. 
Work has been done recently, not on humans— 
who would dare?—but on white mice. Ignoring 
the so-called psychotraumatic shock, let us talk 
about three other phases: (1) hemorrhage, (2) the 
crush syndrome, and (3) burn shock. We as obstetri- 
cians are hardly interested in burn shock, but we 
are interested in traumatic and hemorrhage shock; 
but all three must be classified together since the 
mechanism of shock is the same in all cases. How 
this work was done and how these figures were 
arrived at are as follows: 

(1) The mouse to undergo hemorrhagic shock had 
its tail cut off and its hind quarters were put into 
an anticoagulant solution. The amount of fluid lost 
was measured accurately. (2) The mouse that was 
to be burned had its body immersed in a very hot 
solution until it reached the shock stage, and the 
extravasated fluid was measured. I might here say 
that the pathologist you talk to concerning shock 
will give you this answer: “I did an autopsy on this 
patient and for the life of me I can’t see why she 
died.” That is why we have always been so con- 
fused: the autopsy doesn’t prove anything. But it 
does. It shows that there is extravasation of sub- 
cutaneous fluid. This the pathologist will admit, 
but he can find little else. (3) Crush or traumatic 
shock was produced in the mouse by putting rubber 
bands around its lower extremities until it went into 
shock. The circulating fluid volume of this mouse 
was measured after it went into shock. 

These experiments were carried on and on to 
make sure there was no coincidence. There are 
some magic numbers available for us now. When 
5 per cent of the votal body weight in circulating 
fluid is lost either forever or into the tissues, the 
patient will go into shock. This is correlated with 
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the fact that 5 per cent of the total body weight 
is 50 per cent of the blood volume. 

Other things have come from these experiments. 
What do you do for these people? What do you 
do for the mice? Suppose we replace this fluid with 
blood and suppose we replace 5 per cent of the 
total body weight (50 per cent of the blood volume) 
with blood. This does some good. However, if 
the sodium is removed from the blood it does little 
to combat shock. If the blood is obtained from the 
blood bank and it is over 3 hours old, it does not 
contribute materially to the oxygen-carrying power 
of the blood. I think most of us give blood to supply 
more oxygen carriers. If the blood is over 3 hours 
old it is of little value so far as that phase of shock 
is concerned. If you give plasma in shock and 
remove the sodium from the plasma, it does little 
good. This knowledge was a bombshell. 

How will we find out whether this is true in the 
human being? No one would undertake this experi- 
ment today except in certain areas of South America 
where there are some physicians and some hospital 
facilities but there is very little or no available 
blood for emergencies and little or no plasma. These 
people were willing to cooperate in this project, 
so a group of researchers set forth and they are 
still working on the same thing. 

During their investigations they decided to try 
half-normal physiologic saline solution. This worked 
very well but only when the researchers realized 
that it was not a question of replacing 5 per cent 
of the total body weight or 50 per cent of the 
circulating blood. They had to triple this volume 
before they produced satisfactory results. This 
posed another problem. Why did this happen? In 
further work it was learned that, in the burn and 
crush shock, the first 50 per cent of the infusion 
went to the site of injury or trauma. They found 
out another very peculiar thing: Potassium within 
the cell becomes extracellular at the site of the 
injury, and for some reason encouragement is given 

for the potassium to return to its intracellular posi- 
tion by a damming effect of the massive amount of 
sodium and chloride ions which migrate to the site 
of injury. Everything else that is given just tends 
to increase the circulating fluid. 

Now let us forget about the physiologic saline 
solution for treatment of shock. Let us think about 
the other things that we do that we have always 
thought were right and we now find are so wrong. 
(1) Trendelenburg positioning is now considered a 
poor procedure. (2) The application of blankets and 
hot water bottles to the patient who is cold and 
clammy is also a dangerous procedure. It seems that 
when the patient has a cold and clammy feel that 
is Nature’s way of trying to compensate for shock 
by perfusing the deeper vessels with bloodless 
phlebotomy to help the patient regain his equilib- 
rium, and so the skin is cold and clammy. If we 
fight this we are doing the patient a disservice and 
are increasing the depth of shock. On the other 
hand, if we lower the patient’s temperature to 92 F., 
but no lower, we are doing him a service. This 


is accomplished now by use of the inflated water 
mattress with a controlled temperature gauge which 
many anesthetists are embracing so enthusiastically, 
(3) What about the patient who looks wonderful 
on the operating table, who is pink when the opera- 
tion is finished? Perhaps she has been in Trendelen- 
burg position because it is easier to do pelvic sur- 
gery with this aid, or perhaps he was in a very 
unnatural and distorted position for 2 hours while 
the urologist removed a kidney, or perhaps his gall- 
bladder was removed by a fancy approach. When 
that patient leaves surgery his condition is reported 
as satisfactory, but in 1 hour he may be in shock 
in the recovery room. Why? The vital capacity of 
the patient is so maladjusted and so interferred with 
by any one of these positions that the carbon diox- 
ide content of the superficial capillaries is abnor- 
mally high. The patient is more or less pink because 
of this, but when he goes to the recovery room and 
blows off this carbon dioxide there is a spasm of 
the larger arterioles that are deep and the patient 
suffers a hypotensive episode. Many people these 
days are using Vasoxyl as a vasopressor. If we must 
depend on that substance to keep the blood pres- 
sure normally elevated we must get the patient 
over shock so that his body electrolytes are bal- 
anced and we have replaced some volume to the 
circulating fluid. This is essential if the patient is 
not to die of uremia due to tubular necrosis, which 
has occurred after prolonged use of this drug. 

Dr. Adler e It may seem to you that the panel has 
wandered far afield from the subject of manage- 
ment of common obstetric problems, but we hope 
we have brought up some of the problems which 
are controversial and that the discussions will make 
you go back and think a little bit in deciding what 
you are going to do in your own practice. 


Questions 


1. If a patient has aborted spontaneously several 
times, and the only known disorder is a retroverted 
uterus, would you do a uterine suspension before 
a future pregnancy? 


Dr. Norton e No, I would not. There are certain 
qualifications. Of course, anything that is not 
mechanically proper should be corrected, but if the 
patient has no backache or dysmenorrhea or dys- 
pareunia—in other words, if this is a symptom-free 
retroversion—I cannot honestly see why she would 
abort solely because of the retroversion. 


2. Why does a patient die of shock? 
Dr. Mines e The current thought is that death is 
due to coronary insufficiency, particularly due to 
hyponatremia. 


3. Do you induce labor electively in a primipara? 


Dr. Norton e If she meets all the qualifications for 
the elective induction of labor I may possibly do 


| 
| 
| 
| 
| 
|_| 


it. In fact, I did just that the morning before I left 
for this meeting in a patient I had watched for over 
a month. Her cervix was anterior and effaced, 3 cm. 
dilated, plus 1 stage, membranes intact and bulg- 
ing. All I did was rupture the membranes at 5 a.m., 
and by 7:15 a.m. she was completely effaced, the 
head was on the perineum and she was ready to 
go. So once in a while I will do that. There is a 
rule in obstetrics which is very good to remember: 
Until a patient has had a baby vaginally you 
will never know whether or not she can do this, 
regardless of mensuration or configuration of the 
pelvis or anything else. 

Dr. Mines e I see no reason why a primigravida 
cannot be induced if all the criteria are in order. 
The man who started PPP sent me a report of his 
work, and about half of his patients were primi- 
gravidas with excellent results and with shorter 
labors than in the multigravidas. 

Dr. Ellis ¢ I would do elective induction in the 
primipara. 

Dr. Sowers e Yes, I would too if the criteria as 
outlined are met. 


4. Dr. Mines has inferred that salt water is good 
for patients in shock. Can you get them to drink it? 


Dr. Mines e We are working on that as a minor 
bit of research in my hospital in cooperation with 
the internists. If a person in electrolyte balance 
tried to drink salt water he would become nause- 
ated. But the patient who is shocky easily takes it; 
he prefers it to plain water. We have a number of 
patients with conditions such as pulmonary acidosis 
or Addison’s disease who have pitchers of salt water 
on their bedside tables, and they drink it all day 
long and prefer it to plain water. 


5. What is your thinking on operative amniot- 
omy as a method of induction, as opposed to PPP? 


Dr. Norton e With rare exceptions a very integral 
part of elective induction of labor is amniotomy. 
The membranes have to be ruptured before an 
attempt is made at elective induction of labor. 

Dr. Mines e I hope that the person who wrote that 
question realizes that amniotomy is one of the steps 
of PPP. 


6. Do most of the panel members pack the 
uterine cavity following dilatation and curettage? 


Dr. Norton e I do it only in rare instances. I would 


never leave a uterine pack in for more than 6 hours 
because it is just an avenue for infection. 
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Dr. Ellis e If I have the bleeding controlled com- 
pletely I do not leave a pack in the uterine cavity. 
If there is still some bleeding, I insert a pack and 
leave it for a variable length of time, never over 
24 hours and usually not over 12 hours. 

Dr. Sowers ¢ I rarely pack the uterus. I think it is 
easy to have the pack too firm or too tight so that 
the uterus does not get a chance to contract. 

Dr. Mines e I rarely employ it. 


7. After induction of labor, if there is no progress 
within 5 or 6 hours, what is the procedure then? 


Dr. Mines e I would stop the show and put the 
patient at rest. Of course, we are going to avoid 
inducing any patient with cephalopelvic dispro- 
portion, but there may be a primary or secondary 
uterine inertia. I would stop the procedure and see 
what can be done to bolster the uterine ability to 
respond to the induction. 

Dr. Adler « When I was giving anesthetics and 
using epidural anesthesia, the limit for a good PPP 
was no more than 5 hours, but I must admit that 
some of our cases ran 10 to 12 hours. Usually there 
was a reason for that—either the head was asyn- 
clitic or there was poor response to Pitocin—but we 
carried them on and I do not recall that we really 
had to stop. Those cases are rare. If I ever had that 
problem again I would quit and let the induction 
wear off and let the patient go through her natural 
course. Then, of course, you probably would never 
see that patient again if you had promised her a 
PPP and instead she had one of the worst obstetric 
experiences she will ever have. 


8. Is consultation required in your hospital in 
elective induction of labor? 


Dr. Norton e We require consultation by examina- 
tion, and I think this is necessary. You cannot talk 
to someone over the phone and decide whether a 
patient should or should not have induction. 

Dr. Mines e Yes, we require consultation for all 
elective inductions. 

Dr. Ellis ¢ It is required in our hospital. 

Dr. Sowers ¢ We require it on all patients in whom 
elective induction is proposed because we have 
doctors who are impatient about these things. 


Dr. Adler e I want to thank the panel members 
for the enlightening discussions on our problems. 
I have learned many things, although we all real- 
ized we could not possibly hope to cover the entire 
field of common obstetric problems. Thank you all 
very much. 
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Plastic repair 
of the traumatized face 


MORRIS M. EDELSTEIN, D.O.,° Los Angeles, 
California 


Attention cannot be called too often to the basic 
principles of any type of surgery, especially when 
these tenets are so frequently ignored. Although 
nearly all of the procedures-to be described in 
this paper have been advocated many times in 
the past, the scant consideration they often receive 
in practice is justification for bringing them into 
focus again. And it may be that the poor results 
so commonly obtained in the repair of facial 
wounds are due to overlooking a fundamental 
principle. 

The ultimate goal of primary repair of facial 
wounds is to restore the injured tissue to its for- 
mer anatomic, physiologic, and cosmetic status. 
In most cases, should the anatomic component 
be carried out adequately, the physiologic and cos- 
metic components will automatically follow. There- 
fore, the cardinal principle of any repair is to 
restore the anatomic integrity of the wound. The 
best method of accomplishing this is to pay pains- 
taking attention to detail and to the basic principles 
of surgical technic. 


Factors that determine 
the sutured strength of the wound 


A properly sutured wound is one that remains 
united with the finest line possible. Gaping is a 
relative thing, and the wound that heals with a 
wide scar is one in which the “strength” factors 
have been overlooked. To be sure, there may be 
forces at work that are beyond the surgeon’s con- 
Presented at the annual meeting of the American College of Oste- 
opathic Surgeons, Los Angeles, California, October 1959. Dr. Edel- 


stein is Assistant Clinical Professor of Surgery at the College of 
Osteopathic Physicians and Surgeons, Los Angeles. 


*Address, 326 N. Vermont Ave. 


458 


trol, but the extent to which the surgeon can control 
his work will decide the relative width of the scar. 
It seems trite to say that the basic purpose of the 
suture is to hold the tissues together until the 
mechanism of healing reunites the structures. Yet 
it is disconcerting to learn that otherwise qualified 
surgeons are only vaguely aware of the factors that 
enter into the strength of a wound. Many presume 
that this strength is directly proportional to the size 
of the suture that is used, when actually the size of 
the suture has very little to do with it. This can 
readily be determined from the frequent sloughs, 
gaping, and even dehiscence which occurs. The 
three factors that determine this strength are: 


1. The capacity of the tissue to hold suture e 
Fat and muscle are very fragile tissues and have 
very little capacity to hold sutures. By actual test, 
suture placed in these tissues will tear out by 
exerting 4 pound of pull or stress. Conversely, skin 
and fascia are excellent tissues and will support 
a pull of approximately 10 pounds. Therefore, for 
a strong wound, these are the only tissues in which 
suture should be placed. 


2. Knot strength of the suture e The “straight- 
pull” strength of suture is not necessarily an index 
of what it can hold. The only true index is the 
strength of the knot, because the knot will cut 
the suture as a result of friction. This is easily 
demonstrated by putting a knot in unfrayed suture 
and pulling at each end until it breaks. The break 
will always occur at the knot, which thus becomes 
the “weakest link in the chain.” It matters little 
about the size of the suture if the knot is insecure. 
In general, it is estimated that the knot reduces 
a suture’s strength by 50 per cent. In practice, it 
is thought that no suture should exceed the strength 
of the tissue it is approximating. In facial repair, 
it is far better for the suture to break than the 
tissue to rupture. 
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3, Number of sutures ¢ The strength of a wound 
is increased in direct proportion to the number of 
sutures, all other factors being equal. As the sutures 
increase in number, the stress on each suture 
decreases, as does the strain on each segment of 


tissue. 
Preparing the wound 


Debridement e The purpose of debridement is to 
remove all shredded, torn, devitalized tissues in 
order to minimize slough, scarring, and possible 
bacterial contamination (Fig. 1). While it is ele- 
mentary to remove objects such as dirt, gravel, 
glass, metal, and other contaminants of a wound, 
it is not often recognized that devitalized human 
tissue is also a foreign body which must be 
removed from the wound. Debridement should be 
accomplished with sharp instruments in order to 
prevent shredding of the edges. 


Fig. 2. A method of undermining the skin, as described in text. 


The need for undermining is perhaps better 
understood when related to the next principle of 
suturing without tension. 


Tension e These two concepts, undermining and 
approximation without tension, are interrelated and 


dependent on each other. Suturing with tension, 
or “cinching up on suture,” necessarily strangulates 
that unit of tissue with inevitable slough and scar- 
ring (Fig. 3). This can be one of the cardinal 
sins of skin closure. The purpose of a suture is 
simply to hold the edges of a wound together, 
and it should not be a mechanism to forcibly close 
the wound. In most cases, it is not possible to close 
the skin without tension unless the undermining 
has been adequate. 


Wound closure 


Fig. 1. Debridement removes foreign bodies and devitalized 
tissues and minimizes bacterial contamination. 


Approximation by layer (tier closure) e It has 
long been axiomatic in surgery that a wound 
should be closed in layers; that is, fascia should 
be approximated to fascia, skin to skin, and so 
forth. Not alone is this important to preserve the 
anatomic and physiologic integrity of the wound, 


Undermining e Undermining or undercutting is 
the application of the principle of anatomic closure 
by layer. This is perhaps one of the most neglected 
factors in skin closure. The purpose of undermining 
is to separate anatomic layers so they may be ade- 
quately approximated as an anatomic unit. Under- 
mining the skin has the further purpose of utilizing 
its elasticity without the necessity of dragging 
along adjacent, adhering tissues. Undermining is 
accomplished, preferably with a scalpel, in an 
anatomic plane parallel to the surface of the skin 
so that the flap contains a thin layer of fat (Fig. 2). 
As a rough guide, the undercutting should be 
extended from the edges for a distance that is 
approximately one half the length of the wound. 
For example, a wound that is 2 inches long will 
need to be undermined approximately 1 inch. This 
should include the corners of the wound as well 
as the edges. 

The criterion of adequacy of undermining is 
determined by the edges of the wound coming 
together without excessive tension. Should the 
edges of the skin need to be forcibly approximated, 
it is because the undermining is inadequate, and 
needs to be extended until the skin will approxi- 
mate with no tension. 


Fig. 3. “Cinching up on suture,” which causes tissue rupture, 
suture breaks, and scarring with poor cosmetic effect. 
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Fig. 4. Two methods of skin approximation. The everted skin 
edges, left, are preferred to the end-to-end method, right, as 
explained in the text. 


but it is also important to preserve the contour of 
the area and prevent cosmetic deformity. 

A proper tier closure of the skin and the imme- 
diate subcutaneous layers would incorporate suture 
in deep and superficial fascia and skin. Sutures in 
muscle and fat serve no purpose and sloughs in 
a short time. Should there be separation of muscle, 
the approximation of the fascia is adequate to 
produce good closure. 

For the finest scar, the skin edges may be 
approximated so that they are “end to end,” or 
they may be slightly everted (Fig. 4). Because 
it is easy to be mistaken about the skin edges 
being “end to end” when looking down at the 
wound, particularly when the operation is extensive 
and fatigue develops, I deliberately evert the edges. 
Eventually, the everted edges flatten down, pre- 
senting a smooth surface. Should skin planing be 
planned as a secondary procedure, the everted 
edges present a slight elevation that is ideal for 
this purpose. 


Fig. 5. Improper skin approximation, showing inversion of skin 
edges which will cause wound separotion when the sutures 
are removed. 


Common errors of approximation which may 
result in dehiscence, poor healing, and unsightly, 
deforming scars are inversion of the skin edges 
(Fig. 5); failing to approximate properly the fascia 
(Fig. 6); or overlapping the skin edges (Fig. 
7). Frequently the inversion or overlap is almost 
miscroscopic and may be overlooked, emphasizing 
the importance of being deliberate. 


Sutures e The perfect skin suture does not exist. 
The ideal suture is one in which coaptation of the 
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various layers has been precisely accomplished, in 
which the epidermis is not perforated, and where 
there is no tension on the tissue. The unattainable 
ideal is the miraculous suturing without scars which 
Nature accomplishes between the branchial arches 
of the embryo. 

No suturing can be completely free of some 
trauma. The quality of the needle and the suture, 
together with the manner in which it is pulled 
through the tissue, are decisive in determining the 
extent of trauma. 

No suture should be stronger than the tissue 
it is intended to hold. In general, the finest suture 
possible, placed with the greatest care, with no 
tension on the edges of the wound, will give the 
best result. I use 5-0 medium chromic gut on sub- 


Fig. 6. Incorrect tier closure. Failure to unite the superficial 
fascia creates space for a hematoma or muscle herniation. 


cutaneous tissues and 5-0 silk for the skin, both 
on atraumatic cutting needles. 


Immobilization ¢ It is a common misconception 
that the purpose of bandages is to keep the wound 
free of bacterial contamination. This is obviously 
not so. The purpose of dressings should be to 
immobilize and to hold the edges of the wound at 
rest so that adequate healing may take place. Should 
the dressing not hold the edges of the wound in 
a stable position, it is serving little purpose and 
the wound may as well be left without a dressing. 

Immobilization is usually accomplished with a 
pressure dressing. With the proper kind of pressure 
dressing, the soft tissues are held in position, dead 
spaces are minimized, and the pull and distortion 


Fig. 7. Incorrect tier closure. Overlapping skin edges prevent 
union, making a wide soft scar. 
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Fig. 8. Incision parallel to muscle fibers gapes when muscle 
con:racts. 


Fig. 9. Incision at right angles to muscle fibers helps hold 
edges of wound together when muscle contracts. 


of collateral tissues is counteracted. In this way, 
the form of the repair is maintained until reorgani- 
zation of the tissue is complete. Form and function 
are in this circumstance inseparable. Proper func- 
tion cannot be restored unless proper form is 
maintained. In fact, insufficient attention to main- 
taining form will surely result in malfunction. 
The pressure must be occlusive enough to main- 
tain the temperature and humidity of the part and 
still not interfere with any necessary drainage. 
Correctly applied, such a dressing minimizes the 
effects of trauma, edema, oozing, venous collapse, 
displacement, distortion, and hemorrhage. When 
the wound is properly immobilized the edges will 
not separate. 


Fig. 10. Various skin avulsions and repair by elliptical debride- 
ment and wide undermining, producing a fine straight scar. 
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General and special problems 


Langer’s lines ¢ When repairing a wound, or when 
creating one by making an incision in the skin, 
due regard should be paid to its placement in order 
that the finest scar is obtained. 

The natural elasticity and free movability of the 
skin make a placement of incisions in natural 
wrinkle lines easy. Utilization of natural wrinkle 
lines results in disappearing scars. A simple easily 
remembered rule is that the incision should be 
made at right angles to the direction of the muscle 
fibers beneath the skin. For example, an incision 
to be made in the forearm would be a transverse 
incision. When one remembers that the only func- 
tion of muscle is to contract, it will readily be 
seen that an incision that is parallel to the muscle 
fibers will tend to wrinkle and pull the wound apart 
(Fig. 8). Conversely, when the incision is made 
at right angles to the direction of the muscle fibers 
beneath, the contraction of the muscles will tend 
to pull and hold the edges together (Fig. 9). 


Avulsed wounds e Tissue voids are, by their very 
nature, difficult to repair. However, they will be 
found to conform to certain geometric patterns that 
lend themselves well to a repair that results in a 
smooth, straight line without radical plastic pro- 
cedures. To be sure, a successful primary repair 
will depend on the area and the amount of tissue 
that has been avulsed. In many cases, however, 
these avulsed wounds can be readily repaired with 
phenomenal success by the application of the 
previously mentioned principles, particularly wide 
undermining. 

In a personal series of over 500 facial wounds, 
1 have found that the circle, the ellipse, and the 
triangle are the patterns most frequently formed 
as a result of the avulsions. By converting these 
avulsed wounds into an ellipse by properly debrid- 
ing the edges of the wound, and with due regard 
to the surgical principles previously outlined, the 
complex wound can be converted to a simple 
straight line repair (Fig. 10). The instrument used 
in Figure 10 is a special skin coapter.!-? 


Instrument illustrated in lower right-hand corner is author's 
skin coapter. 
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Fig. 11. Left, photograph showing deforming facial scar result- 
ing from careless repair. Right, photograph showing result follow- 


The same elliptical pattern may be used in the 
resection of most lesions from the surface of the 
body and will result in a straight line repair. 


Fig. 12. Left, photograph showing typical cheek flap and de- 


ing recreation of wound and step-by-step repcir using method 
outlined in text. 


Shelving wounds e The shelving wound is a phe- 
nomenon most frequently encountered in injuries 
to the face. It results from a shearing force which 


formity. Right, result following plastic repair. 
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Fig. 13. Left, photograph showing typical cheek flap and de- 


first produces an oblique laceration of the skin 
and subcutaneous tissues until a fascial plane is 
met. Depending upon the stresses involved, the 
force will then lift the flap of skin off the face 
following the fascial plane. In my series, these 
shelving injuries have followed certain patterns. 


The scalp wound is usually a windshield injury. 
The laceration may occur in the area just below 
the hairline, and it extends around to the ears on 
both sides, lifting the scalp off the skull. Frequently 
the periosteum is torn. Adhering to the principle of 
maintaining the anatomic integrity of the wound, 
the periosteum is approximated with 5-0 or 6-0 
chromic suture. The flap is allowed to fall into 
place over the skull, leaving the skin and sub- 
cutaneous tissues to be approximated separately. 
In any oblique laceration of the skin, there will 
be an inevitable slough of the feathered edges of 
the wound. This is anticipated by trimming the 
edges so that they present a right angle to each 
other. 


The cheek flap is formed by the patient’s face 
going through the windshield and catching a pro- 
jection of glass on the way back. This catches in 
the corner of the mouth and, with the same shear- 
ing force described above, tears a flap which 
includes the cheek, the nose, and the lip from its 
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formity. Right, result following plastic repair. 


attachment to the skull. It would be expected in 
a wound of this type that the facial nerve would 
be severed. The facial nerve is only rarely dis- 
turbed; this is probably because the flap is lifted 
en masse without tearing it. These wounds require 
a meticulous anatomic layer-by-layer closure. The 
repair begins with the deepest layer and follows 
on out to the surface of the skin. When this is 
properly carried out, it is rarely necessary to do 
secondary cosmetic procedures (Figs. 11, 12, and 
13). | 
The skin edges are everted in preparation for 
skin planing procedure which is routinely per- 
formed from 4 to 6 weeks after injury, depending 
on the progress of the case. This minor skin 
planing will produce, in most cases, an almost 
flawless result. 


Summary 


It is suggested that poor results in facial repair 
may be due to overlooking basic surgical principles. 
The principles have been reiterated, and painstak- - 
ing attention to detail is emphasized. Illustrative 
cases have been presented. 

1. Edelstein, M. M.: Cosmetic considerations in original repair. 
Clin. Osteopathy 48:505-512, Aug. 1952. 

2. Edelstein, M. M.: Instrument to facilitate skin suturing and 


lessen defective scar formation. J. Am. Osteop. A. 51:573-574, Aug. 
1952. 
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Contact sport injuries of 


major nature: Diagnosis and treatment 


JOHN P. WOOD, D.O., F.A.C.O.S.,* Birmingham, 
Michigan 


Since the beginning of recorded history competitive 
sports of some type have held a prominent place 
in the physical and emotional life of man. Today 
competitive athletics functions on a large scale 
throughout the world. Athletics is big business in 
both the professional and nonprofessional cate- 
gories, and physical contact sports are predominant 
today in the life of the American youth. 

As physicians specializing in orthopedic surgery 
we should be more intimate than the average physi- 
cian, who has no great interest in disorders of the 
musculoskeletal system, with the type of injury 
heavy physical contact may produce. We well 
recognize the emotional impact upon young ath- 
letes; however, the prime purpose of this paper 
will be to discuss briefly those common injuries of 
a more major nature, excluding the average injury 
which the trainer may care for himself. 

In any sport which requires physical contact, 
especially heavy physical contact, there are going 
to be certain injuries which can incapacitate a par- 
ticipant for a short time, or if improperly treated 
could well lead to the retirement of the individual 
from the sport. The sports to which I refer in par- 
ticular are football, soccer, ice hockey, and basket- 
ball. Of course, injuries may also occur in any 
athletic endeavor, and no participant in any sport is 
immune to possible injury. We have probably all 
seen some rather severe injuries occurring during a 
baseball game, where there was no body contact 
but where ankles were broken, backs were severely 
sprained, or shoulders were dislocated as a result 
of participation in the game. Football would cer- 
tainly be defined as a heavy contact sport, and it is 
the injuries produced from playing football that 
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will have the greatest attention in this paper. 

We have all read in the daily paper, and for- 
tunately on rare occasions, that some youngster 
died as a result of his participation in a football 
game. This assumes a position of major importance 
on the sport pages of the country, and almost im- 
mediately the cry rings forth to de-emphasize this 
particular game. The man or youth who was killed 
while crossing the street, or in one of the automo- 
bile accidents that cause many deaths every week 
end, hardly causes notice in comparison. I believe 
it is the opinion of most men who have an interest 
in this game that football produces a minimal 
amount of injury when compared with the over-all 
benefit which is achieved by participants. It is not 
my purpose to delve into the value of football to 
American youth, but certainly the participants can 
achieve something in the way of disciplinary train- 
ing and knowledge of competition which will stand 
them in good stead throughout their adult life. The 
teaching of teamwork in this game can only be a 
beginning understanding of the requirement that 
all of us have to learn to live with people, and the 
earlier we do so the better. Life itself is one long 
competitive struggle, and the sooner one begins to 
appreciate the value of this fact the sooner he 
becomes a mature adult. 

Football as a game today is played by youngsters 
from the approximate age of 9 years and, in the 
professional ranks, into the 30’s. The long-standing 
controversy as to whether this type of athletic com- 
petition should be indulged in by youngsters of the 
preadolescent age will not be discussed here; suffice 
it to say that the injuries produced in that age group 
are very similar to those produced in the more 
mature youth and young adult. The only difference 
is in the actual epiphysial fractures or dislocations 
which, of course, are not seen after these growth 
centers have closed. The most common fractures 
are those involving fingers, arms, clavicles, and 
ankles. High-school youths seem to have fractures 
of the collar bone and distal radius much more 
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frequently than the more mature college or profes- 
sional football players. Finger fractures are not so 
common in high-school football players, although 
ankle injuries seem to be as frequent if not more 
so than in the more adult years. 

It is probably true that most high schools are not 
as well equipped from the standpoint of physical 
plant and equipment as are colleges or professional 
organizations. Poor or ill-fitting equipment is cer- 
tainly conducive to injury, and insufficient coaching 
or poor teaching of the youngsters during early 
high-school years can also lead to a greater number 
of major injuries. It is usually true that the average 
high school does not have the personnel to provide 
the individual instruction necessary to teach these 
youngsters technics of play which will protect the 
vulnerable body areas from injury. 

Besides the common sites of fractures and dis- 
locations just listed, we see many injuries to the 
knee joint, involving the menisci or collateral liga- 
ments or both. It is not particularly unusual to 
see fractures through the distal femoral epiphysis 
in the adolescent child, while in the adult this same 
injury might manifest itself in a medial collateral 
ligament tear or even a tear of one of the cruciate 
ligaments. 

Fracture may of course be produced anywhere 
in the body, including the skull. [ have already seen 
two cases of fractured transverse processes in the 
lumbar spine this season, although a fractured toe 
can produce as much disability as this type of frac- 
ture in the spine. As is well known, a dislocation of 
the shoulder or separation of the acromioclavicular 
joint can be a major tragedy to a coach who is 
depending upon a star athlete for performance in 
the next contest. Not only can this be a tragedy to 
the coach but, if improperly treated, it can be of 
major consequence to the athlete for the rest of 
his life. 

The so-called Charley horse may have no influ- 
ence whatsoever on the adult life of the individual 
following his competitive years in sports, but it can 
be a most prolonged and disabling condition during 
a football season. As a consequence we must know 
how to treat the condition to restore the athlete to 
a good state of physical condition and not leave 
a permanent deficit. 

This paper will deal in generalities only. I will 
not attempt to go into details of technics for reduc- 
ing fractures except to make some general com- 
ments on the various types of fractures and joint 
injuries from heavy contact. 


Wrist fractures 


The common wrist fractures of the typical Colles’ 
type with an associated fracture of the ulnar styloid 
and fractures through the carpal navicular are 
treated in the usual manner. This includes complete 
reduction and restoration of a normal architecture 
of the wrist and firm fixation in a plaster cast with 
plenty of room for thumb and finger motion. By this 
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I mean that metacarpal-phalangeal motion should 
be continued throughout the period of plaster fixa- 
tion. 

Postreduction x-rays are always taken, and if they 
do not reveal a complete and satisfactory fragmen- 
tal alignment the cast should be immediately re- 
moved and manipulation again carried out until a 
satisfactory fragmental apposition is achieved. Re- 
peat x-rays should always be taken no later than 5 
days from the time of the original reduction. If any 
change has taken place in fragmental relationship 
which might possibly impair a good functional end 
result, the cast should be removed again and rere- 
duction carried out. 

Repeat x-rays should always be utilized in any 
major injury to a bone or joint, and certainly in 
young athletes we must strive for perfection. If we 
see roentgenographic evidence of callus production 
in a period of 2 weeks, and there has been no 
change in fragmental relationship in fractures of 
the distal radius or ulna, it would be safe to let this 
boy participate in football with his cast on if his 
services were badly needed by the team. This would 
be dependent, of course, upon the attitude of the 
coach and the need of the boy to participate, as well 
as the attitude of the officials at game time. 

Exercise should be started almost immediately 
upon the application of the cast and continued 
throughout the period of plaster fixation. It is usual- 
ly safe in the average healthy young adult athlete 
to bivalve the cast at the end of 2 weeks and start 
more vigorous exercise utilizing a tennis ball or 
other rubber ball to strengthen the muscles and 
ligament of the forearm and wrist. This should be 
done several times daily and the cast reapplied 
following the exercise period. Usually better end 
results will be achieved, the patient will have a 
better functioning wrist, and he will return to active 
participation in sports sooner than under the old 
routine, whereby we used to keep these boys in 
plaster for about 6 weeks or until there was com- 
plete roentgenographic evidence of union through 
the plaster. 


Finger and toe fractures 


Fractures of the fingers and toes can be most dis- 
abling. While most fractures of the toes heal with- 
out too much trouble, they do restrain the athlete 
from participation in football because he cannot run 
and charge with the necessary drive. Fractures of 
the fingers are usually more difficult to handle and 
as a rule the end result is not as good as in fractures 
of the toes. 

Many of these fractures involve the midphalan- 
geal joints with associated dislocations. As a con- 
sequence of the capsular tearing we see residual 
disabilities more frequently at this site than any 
other location previously mentioned. I recently 
examined a patient with a complete dislocation of 
the distal phalanx who had been struck on the end 
of the thumb by a softball. This was immediately 
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reduced by the patient, and the boy was later seen 
by an intern in a hospital. A straight splint was 
applied, and this was left on for 4 weeks. At the 
time of my examination the patient was unable to 
flex the distal phalanx of the thumb, and this was 
a serious disability. Since over 2% months had 
elapsed since the original injury and no flexion 
was present, this patient will require operation, 
and the end result will never be as adequate as if 
treatment had been proper in the first place. No one 
can appreciate how important it is to have the 
ability to flex the distal phalanx of the thumb more 
than the patient who has lost it. Good useful apposi- 
tion demands a flexed position of the distal phalanx. 
If stiffness is to ensue the patient is much better 
off with a stiff distal phalangeal joint in a position 
of 45 degrees of flexion, than if it were straight. 


Fractures of the clavicle 


There seems to be no adequate method by which 
fractures of the clavicle can be treated to allow an 
athlete to re-enter football except a good anatomic 
reduction to begin with. Poor anatomic coaptation 
will retard healing of almost any long bone, and 
this is equally true in fractures of the clavicle. We 
have tried most methods of clavicular repair includ- 
ing wiring, intermedullary fixation, and closed 
reduction. In this type of patient closed reduction 
properly carried out is probably more satisfactory 
than the other methods mentioned. Because the 
shoulder girdle is so extensively used in the contact 
sport of football, we cannot allow this type of 
patient to re-enter the game until there is rather 
advanced healing of the bone. This is not a bone 
that can be splinted well, although when these 
boys do re-enter the game they are well protected 
with sponge rubber under their shoulder pads at 
the point of prior injury. 

The figure-of-eight method of fixation utilizing 
flannelette or Webril covered by plaster following 
the reduction has been our most satisfactory means 
of maintaining fragmental alignment and fixation. 
It is well to reduce the weight of the arm pull 
against the distal clavicular fragment by utilizing 
an arm sling on the involved side for about 1 
week. At the end of that time adhesive fixation 
has usually progressed to the point where the 
weight of the arm will not disrupt fragmental rela- 
tionship. 


Shoulder dislocations 


Dislocations of the shoulder are not so frequently 
encountered, but they do occur in any contact 
sport. The usual dislocation is of the subcoracoid 
type and ordinarily would not be considered as of 
serious consequence except that a tendency may 
develop for additional future dislocations. The 
usual capsular tear will heal substantially in 3 
weeks, but a detachment or a lcosening of the 
glenoidal labrum may take longer and may never 
adequately heal in its anatomic position. In some 
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sports these patients may return to activity in be. 
tween 2 and 3 weeks if restrictive appliances are 
used to limit abduction and excessive flexion and 
extension of the involved arm. 

The easiest and least traumatic method of reduc. 
tion of a subcoracoid dislocation is the position of 
Jones. In this position reduction is accomplished 
with the arm under direct traction and in approxi- 
mately 160 degrees of abduction. I have not seen 
this method fail in this type of dislocation; however, 
if it should prove inadequate in a well relaxed 
patient, I would certainly advise use of the time- 
honored method of Hippocrates. This consists of 
placing the stockinged foot of the surgeon in the 
patient’s axilla, applying firm pressure against the 
head of the humerus, and using traction in a 
downward and outward direction, the foot being 
used as a fulcrum to lever the head over the rim 
of the glenoid. 

The shoulder is put at complete rest for a few 
days, allowing the hand, forearm, and elbow to 
be completely free so that physical exercise of the 
distal portion of the arm can be carried out. With 
the humerus fixed at the side the triceps and 
biceps can both be exercised during the time of 
shoulder fixation. At the end of 8 to 10 days active 
shoulder motion is started. This motion consists 
of minimal circumduction exercises with flexion 
of the shoulder predominating. With the upper arm 
fixed at the side we again advise progressively 
increasing resistance to the musculature of the 
upper humerus. High abduction and extension of 
the arm are the last to be allowed, and resumption 
of the athletic competition is permitted in 3 weeks 
with the use of restrictive straps to prevent exces- 
sive motion in the shoulder joint. 

One of the most common and troublesome in- 
juries is a separation of the acromioclavicular articu- 
lation. We see all stages of separation, from the 
most minor to a complete dislocation of the joint 
due to complete tearing of the coracoclavicular 
ligaments, with an associated frank tearing of the 
capsular structures of the acromioclavicular articu- 
lations. The capsular tearing may occur at the 
sternal end of the joint as well. 

Fortunately, the great majority of these separa- 
tions are not severe and respond well to conserva- 
tive treatment. Thorndike! mentions that, in a 
22-year study at Harvard College of injuries to 
the shoulder, there were 199 acromioclavicular 
sprains. He states that in no case was the sprain 
of this ligament severe enough to warrant surgical 
suture. This coincides with our experience; it has 
been a number of years since a Bosworth screw 
or any other procedure which would surgically 
put at rest the acromioclavicular joint has been 
utilized. 

The immediate treatment of this type of injury 
requires that adhesive strapping over a padding 
be utilized to maintain as nearly as possible a true 
anatomic coaptation of the acromioclavicular joint. 
It is difficult to maintain adequate apposition with 
a pressure adhesive strapping alone without utiliz- 
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ing the humerus as a fulcrum to maintain the 
clavicular end of the articulation in proper anatomic 
ition. 

There have been untold numbers of methods 
devised to maintain apposition at this joint, some 
successful and some unsuccessful. Varney, Coker, 
and Cawley? describe an acromioclavicular harness 
which is easy to make and which has worked 
exceedingly well in their hands. By use of this 
device they were able to maintain a reduction of 
the dislocation, and the results were excellent. 
However, any method which utilizes the humerus 
to help maintain an elevation of the acromium with 
a counterpressure over the distal clavicle, and keeps 
this position, will serve to adequately immobilize 
this joint until healing takes place. 

Regardless of the method used it must be remem- 
bered that a good reduction must be maintained 
throughout the period of healing. The fact that 
many minor separations are undiagnosed is of 
serious consequence because early or continued 
participation in the game can complete the dislo- 
cation and perhaps create other injury, as a result 
of the protective mechanism on the part of the 
athlete in response to his “sore” shoulder. The 
average incomplete separation will require from 
1 to 2 weeks for healing, depending upon severity 
and success in maintaining joint apposition. Too 
early return to participation in sports can undo 
what has been accomplished, and good judgment 
certainly must be utilized in determining when 
this player may return to physical contact. In foot- 
ball the shoulders bear the brunt of tremendous 
impacts, and clinical evidence of healing must be 
present before allowing a return to participation. 


Ankle injuries 


The most common ankle injuries are, of course, 
ligamentous sprains without fracture, chiefly involv- 
ing the anterior-inferior tibial fibular ligament. From 
that point we see varying degrees of injury involv- 
ing the bone itself, particularly the distal fibula and 
occasionally the medial malleolus or a combination 
of the two, with varying degrees of dislocation of 
the joint. It is of utmost importance that adequate 
x-rays be taken to determine the extent of injury 
in these ankles, and to determine the adequacy 
of the reduction if there is a frank fracture and 
associated dislocation. If there is undue widening 
of the joint mortise, it is exceedingly important 
that this be corrected. If it is necessary to remove 
casts, they must be removed and reductive maneu- 
vers carried out until a true anatomic reduction 
has been achieved. Nowhere is it more vital to 
attain and maintain anatomic reduction than in 
the ankle joints of young athletes. This is especially 
true in backfield men where ankle stability and 
the ability to “cut back” is of the utmost importance 
to their success or failure in the sport of football. 

The treatment of ankle sprains has changed in 
recent years. We now mobilize these joints with 
weight bearing much more quickly than we did in 


JOURNAL A.O.A., VOL. 60, FEB. 196! 


former years. The immediate treatment is a tightly 
applied bandage to the ankle and the application 
of ice packs. This treatment should be maintained 
for 24 hours until subcutaneous and subfascial 
bleeding has ceased. Then a local anesthetic such 
as Xylocaine with Alidase is utilized, and the 
patient is placed on buccal Varidase. The bandage 
is now removed, and hot epsom salts soakings 
followed by cold plunges are used, with the foot 
being immersed 3 minutes in the hot water to 1 
minute in the cold. This routine is carried out 
several times daily, again followed by tight support 
to the ankle. 

Minimal weight bearing with support is started 
as early as possible, and ankle motion under weight 
stress is built up to the point where walking can 
be carried out within a few days’ time. This is 
encouraged with the ankle completely stabilized 
so that lateral and medial mobility of the joint 
is completely restricted. 

The day after the patient first walks well he is 
then encouraged to start jogging slowly around 
the field; this type of activity is then liberalized 
as good judgment and the patient's response dic- 
tate. If lateral and medial stability is adequately 
maintained, these ankles will respond much faster 
and the end result will be much better with this 
type of early mobilization and weight bearing than 
we used to achieve under the old routine of no 
weight bearing and relatively long periods of 
inactivity. 


Injuries of the knee 


The last major item to be covered in this paper 
is tremendously important in the sport of football. 
Injuries to the knee joint and associated tissues 
are among the most common disabling injuries that 
team physicians encounter during a football season. 

The usual injury to the joint is a ligamentous sprain 
which involves primarily the medial collateral liga- 
ment, but all of the ligamentous structures of this 
joint may be involved at one time or another, or 
in combination. Many of you have doubtless seen 
old injuries to the anterior cruciate ligament when 
operating for derangements of the medial meniscus. 
This is probably one of the unrecognized injuries 
that create unstable knees; in such cases open 
surgery has not been carried out and the anterior 
cruciate directly visualized. I believe that in most 
derangements of the medial meniscus there is an 
associated injury to the medial collateral ligament, 
but of course there may be an isolated collateral 
ligament sprain without an actual tear of the 
meniscus. The medial ligament should be examined 
as carefully as possible, and if it is felt that some 
of the fibers have been torn at the tibial attachment 
or the proximal attachment to the medial condyle, 
the degree of tear must be determined. Of course, 
these ligaments will tear at any point, but it is 
usually either in the midportion of the ligament 
itself, adjacent to the interspace, or at the lower 
or upper attachment. The immediate treatment of 
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injuries to the knee is of the utmost importance, 
however, and the determination as to the degree 
of tearing of these ligamentous fibers is usually 
made at a later date. 

When a player has sustained this type of injury 
on the field an effort is made immediately to deter- 
mine the extent of injury: whether a frank derange- 
ment of the meniscus has occurred, or whether a 
ligamentous tear has resulted, or a combination 
of both. A tight restrictive elastic bandage is 
applied, followed by the immediate application 
of ice to the joint. This ice treatment is continued 
for about 24 hours, until all evidence of either 
intra-articular or subfascial bleeding has ceased. 
Of course, we must watch for alterations in circu- 
lation below the elastic bandage, and remove and 
reapply it as needed to accommodate for any altera- 
tion in the circulatory state. 

The knee is put at rest, and no weight bearing 
is allowed until a diagnosis as to the extent of 
injury has been made. The conventional x-rays are 
taken the following day. If it is felt that there is 
a disruption of the collateral ligament, stress films 
should be made either under local or general 
anesthesia with the lower leg in abduction and the 
knee in extension. It is usually not difficult to tell 
by this method the degree of damage sustained by 
the medial collateral ligament. 

I do not hesitate to perform a tap in these knees 
if effusion is pronounced, and as a rule one of the 
corticosteriods is injected following removal of the 
excessive synovial fluid. It is well to apply a pos- 
terior mold of plaster or some other substantial 
material to help support this joint and prevent 
motion during the most acute stage. 

Quadriceps exercises are started early to prevent 
deterioration of the extensor muscle group; this we 
have all seen to occur with an alarming degree of 
rapidity. It is well known that the stability of a 
knee joint is dependent upon quadriceps tone. We 
not only do not wish to lose the normal tone of this 
group of muscles, but we wish to build up a greater 
degree of strength than was formerly present. When 
performing exercises following the acute phase of 
a knee injury, it is important not to allow either 
medial or lateral mobility. If a weighted boot is 
used some aid usually must be given to prevent 
the rotation which can easily occur if the patient 
is performing this maneuver alone. These resisting 
exercises are increased daily at a fairly rapid rate 
until the tolerance of the individual has been 
determined by the limitation of his injury. 

This type of exercise is only utilized when there 
is no actual tearing of the meniscus, which would 
require surgical correction. We would not wish to 
utilize this type of treatment either if it were 
necessary to operate to reinforce a torn medial 
collateral ligament. But this exercise is not harmful 
and is exceedingly beneficial when the tearing oc- 
curs at the attachment of the meniscus to the liga- 
ment, without a complete peripheral tear of the 
meniscus or a disruption in the continuity of the 
ligament. 
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If there is one word of advice that we, as ortho- 
pedic surgeons, could pass on to team physicians 
and athletic trainers, as well as coaches, it would 
be to utilize quadriceps exercises extensively for all 
of their athletes. I am sure if such a program were 
carried out continuously prior to and during the 
actual football season, we would see fewer injuries 
in and about the knee joint. These exercises must 
be progressive, and they must be made against 
resistance. The average young athlete can easily 
accommodate this muscle group to extension with 
100 or more pounds of resistance at the level of 
the foot. Using quadriceps exercises with 10 or 12 
pounds, as is commonly done, is probably of some 
value but will never achieve the results that we 
wish to see if we are to stabilize the knee joint. 

The other contusion injury seen about the knee 
joint is in the quadriceps or hamstring group. This 
usually occurs as a result of a direct blow on the 
muscle against the bone. The common “Charley 
horse” can be most painful as well as producing a 
prolonged disability if it is not treated promptly 
and effectively. If a frank hemorrhage with some 
tearing of the muscle fibers has occurred deep 
within the belly of the muscle, it is well to utilize 
an immediate support, again followed by the appli- 
cation of ice for at least 24 hours, until bleeding 
has stopped. The day following such an injury, 
after the ice has been discontinued, it is well to 
directly inject a mixture of Xylocaine or some other 
tvpe of anesthetic in association with Alidase. This 
fibrolytic agent will act to speed up the resorptive 
process and get this player back in the game much 
more quickly than otherwise. We also combine 
the local treatment with buccal Varidase or Oren- 
zyme. With the leg supported, this patient is started 
walking and then jogging as soon as he can tolerate 
the extra activity of a slow trot. Under this type 
of regimen these patients respond much more 
rapidly than under complete rest. 

X-ray therapy is still not contraindicated and is 
undoubtedly of value. The continued use of Vari- 
dase, however, will probably serve to prevent the 
calcific change which sometimes occurs with an 
incomplete resorption of the hemorrhagic material. 
Again, quadriceps exercises are started as early as 
tolerated by the patient, and I cannot overempha- 
size the value of this type of treatment in injuries 
of the lower thigh and knee joint. 


Summary 


We, as orthopedic sugeons, should encourage 
members of our profession to offer their services 
to their high school teams to act as team physicians. 
I believe that we have more to offer these players 
than the average physician, and the rewards in 
satisfaction are indeed great. I believe we have a 
duty also to encourage all team physicians, trainers, 
and coaches to utilize the one great savior of the 
knee joint which, as we have previously mentioned, 
is a highly developed quadriceps group of muscles. 
If the routine of quadriceps and hamstring muscle 
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exercises were carried out adequately we would 
see far fewer serious injuries about the knee joint 
than we do at present. 


1. Thorndike, A.: Athletic injuries. Ed. 4. Lea & Febiger, Phila- 
delphia, 1956. 

9. Varney, J. H., Coker, J. K., and Cawley, J. J.: Treatment of 
acromioclavicular dislocation by means of harness. J. Bone & Joint 
Surg. 34-A:232-233, Jan. 1952. 


Discussion 


ROBERT FRIEDMAN, D.O.,* Allentown, Penn- 
sylvania 


With the greater emphasis on contact sports and 
athletic endeavors in the United States, the ortho- 
pedist and the general practitioner have been con- 
fronted with more and more problems which differ 
from the average traumatic case seen in practice. 
The necessity for knowledge concerning not only 
the sports but also the mechanisms of injury, the 
predisposition to injury, the physiopathology of 
injury, and also the rehabilitation of the young 
athlete to full activity has become a part of medical 
practice. 

For years, the injured athlete was cared for by 
the athletic trainer. The treatment by relatively 
unqualified men presented an acute problem to 
the athletic organization in the past. The more 
simple injuries were definitely amenable to a physi- 
cal approach to therapy; however, the more subtle 
and difficult injuries were poorly handled as well as 
misdiagnosed, resulting in the loss of full function 
and excessively long disability periods which, of 
course, are quite detrimental to the team as well 
as individual effort. 

From personal experience, it has been my feeling 
that the education of the personnel associated with 
athletic teams is most important for the prevention, 
treatment, and rehabilitation of the athlete. The old 
philosophy of “shaking off” a traumatic injury is to 
be frowned upon. Each injury to each ball player 
should be fully evaluated after practice and game 
time to prevent further damage to an already in- 
jured part or immediate care to a newly injured 
area. 

I would suggest the approach of any team physi- 
cian to be associated with athletic injuries, on start- 
ing his tenure as team physician, to become an 
educator more than a physician. The education 
should be based upon past experience as well as 
on full knowledge of the athletic endeavor and the 
physical capabilities necessary for each individual 
on the team. The program of the team physician 
should comprise: 

1. A complete evaluation of the physical status 
of each member of a team prior to beginning a 
training program. 

a. Examination not only of heart and lungs, 
but also of basic joint stability, basic restrictions 
of joints to anticipate possible strain mechanisms, 
and limitations of the physical capacity of each 
athlete. 
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b. Evaluation of the age as well as the sec- 
ondary epiphysial status of the patient in rela- 
tion to the type of athletic endeavor in which the 
individual is participating. 

2. An education program not only for the trainer 
and associated physical therapist but also for the 
coach, assistant coaches, and possibly even the 
alumni. 

a. The establishment of a philosophy as well 
as a specific understanding with the coaching 
personnel as to the team physician’s judgment 
and decision regarding athletic injuries. Under 
no circumstances should the team physician be 
intimidated or pressured into allowing an athlete 
to take part in physical activities of which he is 
not physically capable. Rapport between the 
team physician and the coaching personnel must 
be complete. The team physician must have full 
power to prevent future damage from an injury 
without pressure from the coaching personnel, 
alumni, school officials, or the public at large. 
It has been my experience that unless the phy- 
sician has this power, it is useless in many, many 
cases, to act with professional conviction. The 
prime responsibility of the physician is to protect 
the individual from future disability and, above 
all, it is necessary that he treat each athletic in- 
jury as a physician and not as an emotional mem- 
ber of the athletic organization. 

3. Full control of the rehabilitation as well as 
the decision as to when the athlete should return 
to full activity. In all probability, this particular 
aspect of the team physician’s job has been the 
most neglected. The major care of the injured ath- 
lete is usually quite aggressive and in most cases 
competent. However, it has been the experience of 
trainers as well as physicians associated with ball 
clubs that the rehabilitation may be carried out to 
the point where the athlete is pain-free; yet he has 
associated muscle weakness, ligamentous instabil- 
ity, and changes in the function of joints or mus- 
cles, and he has been returned to athletic endeavor 
before the injured area is fully rehabilitated. Lack 
of pain is not the criterion for rehabilitation 
in a great many athletic injuries. A return to full 
strength, and rehabilitation of the musculature “as 
noted by progressive resistance exercises,” by Dr. 
Wood, becomes the most important aspect of the 
athletic injury: that of prevention of reinjury. 

a. By rehabilitation of not only the involved 
area but also the associated weakness of the 
musculature, ligaments, etc. 

b. The utilization of support to prevent further 


injury. 
Discussion 


C. ROBERT STARKS, D.O.,* Denver, Colorado 


Dr. Wood has covered the general subject of con- 
tact sport injuries in an excellent manner. Any one 
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of the topics he has mentioned could be the subject 
of an entire paper, but to give a resume of the gen- 
eral principles of athletic injuries is a good con- 
tribution to the cause. I will make only a few ob- 
servations which might be additional considerations 
in the treatment of the subject. 

1. Orthopedic surgeons should be particularly 
interested in athletic injuries, not only from the 
standpoint of taking care of athletes, but because 
of the opportunity they have of teaching doctors 
who are to care for athletes, as well as coaches and 
trainers. Without fundamental knowledge of ath- 
letic injuries we are forced to care for neglected 
injuries which, in many instances, have ruined an 
athlete for life. 

We all think we know something about the treat- 
ment of athletic injuries, their prevention and re- 
habilitation, but few of us have taken the time to 
study the subject adequately or to give the infor- 
mation we have to coaches and trainers. As a mat- 
ter of fact, care of athletes has become a specialty 
in many respects. While on the surface it appears 
that we, as orthopedic surgeons or as osteopathic 
physicians, are adequately trained in this sphere, it 
is only necessary to get a group together and dis- 
cuss the subject to realize how unprepared most 
physicians actually are in the care of athletes, to 
say nothing of the coaches and trainers who have 
the primary responsibility. It is certainly true that 
all the principles of care for athletes apply to the 
general practice as related to the musculoskeletal 
system in the average practice, but few of us carry 
over those principles we know so well into either 
field. 

2. Be specific. We assume that a proper diagnosis 
of an athletic injury is made; this assumption may 
be carrying the truth a little far, but let us examine 
the facts. It is sometimes difficult to make a com- 
plete diagnosis at the time of injury on the athletic 
field or on the basketball floor, in a hockey game 
or on a tennis court. It is essential to know in a so- 
called sprained ankle whether we are actually 
dealing with a fracture or whether with one of the 
various ligamentous tears which are so prevalent 
in this area. In a knee injury it is important to know 
whether we are dealing with a partial dislocation, 
a tearing of the collateral ligaments, or an injury 
to a semilunar cartilage. The more I see of these 
injuries the more conservative I am in making a 
complete diagnosis at the time of injury. Until we 
adopt the philosophy that we are going to be sure 
exactly what that injury is, we are going to have 
crippled athletes walking around for years after. 

So, I say, be specific in your diagnosis because 
then the patient can be treated adequately. The 
pressure of the coaches, the trainers, and the play- 
ers is sometimes tremendous, but we must stand our 
ground, as physicians, in protecting the individual 
from future disabilities. It is up to us to make the 
decisions and no one else. 

3. Every year at the University of Colorado there 
is a Symposium on Athletic Injuries. At one of these 
I heard Dr. T. B. Quigley of Boston make a few 
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pertinent remarks regarding athletic injuries. Atter 
determining the diagnosis and assuming that the 
injury is of minimal nature, he recommended that 
four things be done. Cold, compression, rest, and 
elevation are fundamental principles in the treat- 
ment of athletic injuries; we all know that this is 
good judgment. But then he said, “No method has 
been found to accelerate the process beyond Na- 
ture’s rates, but many are available which slow it 
down or disturb the end results.” This was par- 
ticularly interesting because the questions from the 
audience had been many with regard to the in- 
jection of Novocaine, the injection of hydrocorti- 
sone, the use of buccal Varidase, and many other 
suggestions for decreasing the time of healing. I 
think it is significant that a man with his experience 
would make such a statement, because we are con- 
stantly hearing of many of these so-called supple- 
mentary treatments which ignore fundamental pa- 
thology and recovery rate. The injection of any 
solution into a joint, without proper care, is a 
dangerous maneuver. It is amazing to me how 
many individuals are continuing to do this, in spite 
of all the evidence to the contrary. We still have 
many coaches and doctors who are injecting these 
injured joints with Novocaine without adequate 
preparation of the skin, the needles, or syringes. 
Only one infection will convince a person that this 
is unwise. 

4. Be specific with regard to rehabilitation. To 
tell an athlete to do quadriceps exercises is excel- 
lent. Be specific. With an injured knee, whether 
operated or not, start out immediately with muscle 
fixation or setting exercises, the same day as the 
operation or injury. Start the voluntary action of 
the quadriceps muscle as soon as possible there- 
after, and then add weight resisting exercises by 
increasing doses. There is a specific manner in 
which to carry out these exercises, or any others. 

To teach the individual patient, the coach, the 
trainer, and others who have anything to do with 
athletes is one of our duties. We all know that the 
stability of a joint depends upon the strength and 
ability of the muscles to carry that joint through 
its range of motion. This is the most important 
factor in the stabilization of the joint. Therefore, 
specific exercises must be given. The answer of 
how, how often, when, and how much must be 
specific. Following injuries of the knee, ankle, or 
shoulder, a good formula for exercise is upon the 
hour, every hour, either for fixation, gravity, or 
resistance exercises. 

Be specific with regard to the time the individual 
should return to the game. If you leave it entirely 
to the patient, he will err on the side of producing 
further injury. You alone are the one to judge 
whether the patient can go into active exercises 
again and what apparatus or protection and how 
much the individual should have. 

It has been my experience, after having a num- 
ber of clinics for coaches and trainers, that the 
field is wide open for education and training of 
these individuals, as well as our own physicians. 
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Histopathologic significance of 
certain bone tumors 
about the proximal femur 


WILLIAM EDWIN BETTS, JR., A.B., D.O.,° 
Lancaster, Pennsylvania 


Tumors of bone are as interesting and challenging 
as any subject in the field of radiology. Many in- 
vestigators!-6 have written on the subject. A tumor 
of bone has been defined’ as a growth arising in 
bone which has the capacity for progressive hyper- 
plasia beyond the normal limits of necrobiosis. If 
one then adds invasion and ability to metastasize 
to the above definition, a malignant bone tumor 
has been defined. 

No one classification has been entirely acceptable 
to all concerned with the diagnosis of bone lesions. 
The fact that confusion exists merely indicates that 
all is not known about the various lesions. This is 
not to deny all classifications in existence today; 
there are certain merits in each. One of the more 
recent attempts has been made by Aegerter and 
Kirkpatrick,” in which certain lesions have been 
reclassified as hematomas or reactive lesions \ of 
bone. One author® lists two classifications in his 
book. It is not within the scope of this presentation 
to dwell further upon classification. Perhaps at 
some time in the future a suitable international 
listing will be arrived at. 

During the years 1950 to 1960, excluding metas- 
tatic osseous lesions, approximately 40 cases of bone 
tumors were evaluated at the Hospitals of the 
Philadelphia College of Osteopathy. Of these, 27 
tumors were malignant and 13 were benign. It is 
®This paper was submitted to the Faculty of the Philadelphia College 
of Osteopathy (May 1960) in partial fulfillment of the requirements 
for the degree of Master of Science (Radiology), and to the American 
Osteopathic Board of Radiology (October 1960) in partial fulfillment 
of the requirements for certification. It was prepared during a resi- 


dency in the Department of Radiology of the Hospitals of the Phila- 
delphia College of Osteopathy, of which Dr. Paul T. Lloyd is chairman. 
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notable that 6 of these neoplasms were encountered 
at the level of the proximal femur. Four of these 
tumors were malignant and 2 were benign. These 
regional or proximal femoral osseous neoplasia 
constitute the basis for this study. 

The purpose of this study is to determine, if 
possible, the histopathologic significance of bone 
tumors about the proximal femur without specific 
regard for etiology, benignancy, or malignancy. In 
addition, following the concepts of Johnson,’ an 
attempt will be made to correlate cellular type 
with site of origin of tumor in bone. 


Developmental features 


The femur, the longest bone in the skeleton, 
develops by enchrondral ossification. The shaft de- 
velops from one center of ossification and the ends 
from four. The proximal femur develops from 
three centers and a portion of the center for the 
shaft contributes to the final product. The center 
of ossification for the capitate portion appears in 
the first year and fuses between the fifteenth and 
twenty-second years. The center for the greater 
trochanter appears in the fourth year and fuses 
between the ages of 14 and 22 years. The center 
for the lesser trochanter ossifies at approximately 
the eleventh year and fuses at approximately the 
same time as the greater trochanter (seventeenth 
vear). At birth, the angle between the head and 
the shaft of the femur approximates 160 degrees, 
while in the adult this angle possesses a range 
between 110 and 140 degrees.® 


Structure 


Bone is divided into organic and inorganic por- 
tions. The organic portion is composed of the cells 
(osteoblasts, osteoclasts, and osteocytes), the col- 
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lagen component, and the cement substance muco- 
polysaccharide in aqueous phase). The inorganic 
portion is the crystalline hydroxyapatite and other 
noncrystalline substances.!° At the femoral level, 
the complexities of these mesenchymal derivatives 
are continually subjected to structural pressures 
and tensions. This fact is probably best illustrated 
by the osteochondroses of developmental age and 
degenerative manifestations of the adult which 
jointly appear to be inadequacies to stress require- 
ments. 

Since it is a long bone, the femur structurally 
contains compacta, cancellous bone, a medullary 
portion, periosteum, and endosteum. Each con- 
stituent will be briefly reviewed. The compacta is 
a closely arranged system of lamellar structure 
containing channels and concentric lamellae or 
rings surrounding the channels which, taken to- 
gether, constitute the haversian systems. These 
structures travel throughout bone between meta- 
physial ends in a longitudinal direction. The 
additional rings of bone subperiosteally and sub- 
endosteally are referred to as inner and outer 
circumferential lamellae. Further, between haver- 
sian systems, remnants of prior haversian systems 
and circumferential lamellae lost in the remodeling 
process give rise to interstitial lamellae. Volkmann’s 
canals are intercommunicating channels in the 
interstitial lamellae. 

Cancellous bone is continuous with the innermost 
surface of cortical bone in a latticed trabecular 
pattern. A comparatively loosely formed network 
of bone, it is continuous with the marrow cavity 
and divides the marrow cavity into compartments 
with continuity of blood elements and bone at 
this level. 

The medullary cavity, normally defined as a 
radiolucency on the roentgenogram, is continuous 
with cancellous bone and is a nontrabeculated sys- 
tem containing marrow of red and yellow types, 
reticulum cells, and blood and lymph vessels in 
a ramifying network. 

The periosteum and endosteum constitute spe- 
cialized connective tissue. The periosteum consists 
of two layers: an outer layer (fibrous portion) and 
an inner layer (the genetic or cambium layer). 
The inner layer is in apposition to the outermost 
layer of circumferential lamellae. The endosteum 
is similar in structure to that of the inner layer of 
periosteum and probably is similar in function.!! 
The periosteum and endosteum are not normally 
seen on the roentgenogram unless they have been 
stimulated to produce bone; even then only peri- 
osteum may be visualized. 

Trueta and Harrison,!2 in a recent study, noted 
that the vascular patterns established in the growth 
periods persist throughout life. The femoral head 
receives its blood supply via the obturator artery 
(medial epiphysial ) and the medical femoral circum- 
flex artery (lateral epiphysial, superior and inferior 
metaphysial). The neck and trochanters receive 
their blood supply from the inferior gluteal and 
the circumflex arteries. The shaft of the proximal 
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femur receives its supply from the perforating 
branches of the profunda.? The proximity of bone 
cellular element to capillary measures 0.1 to 0.25 
mm. This space between bone cell and capillary 
represents the area of nutritive fluid diffusion. 

The innervation of the femur is via the sympa- 
thetic nervous system, and those nerves of the 
periosteum are largely somatic afferent nerves 
which enter the marrow with nutrient arteries, 
The sympathetics accompany the arteries and also 
travel via Volkmann’s canals to terminate in the 
nonstriated muscle of vessels. 

The above brief review, though far from com- 
plete, serves to stimulate thought in connection 
with only one location in the body. This is not to 
deny the body as a whole, for this cannot be done 
when dealing with an unknown host factor gen- 
erally and local forces specifically. Any radiologist 
is readily made aware of the many different types 
of lesions that may simulate a given bone tumor 
and hence of the attention which must be paid 
to details in resolving the problem. 


Clinical and diagnostic aspects 


Perhaps the most common symptom listed as the 
presenting complaint on the part of the patient is 
pain. The pain is at the outset usually not severe, 
is frequently fleeting, and is described as an ache 
or, at times, as an ill-defined tingling sensation 
without numbness. Gradually the pain becomes 
more severe, lasts for a longer period, and becomes 
most noticeable at night and deep to the level of 
the bone involved. 

There may be restriction in motion depending 
upon the site; about the proximal femur, this may 
be evidenced by an ill-defined capsulitis with limi- 
tation in external rotation or abduction. This ill- 
defined involvement of a joint may be the first 
finding. 

Palpable swelling may be present, gradual in its 
onset; it may be fusiform, is usually somewhat 
indurated, and is associated with some slight local 
temperature increase. 

Other signs or symptoms such as fracture, 
anorexia, hyperpyrexia, weight loss, and general 
signs of malignant change are usually late. An 
occasional case will be discovered during the 
course of roentgen examination for another com- 
plaint. 

Certain steps should be taken by any radiologist 
to arrive at a diagnosis or differential diagnosis. 
Following a history, physical examination and, in 
some patients, blood chemical analysis, a methodical 
approach should be utilized. The clinical, patho- 
logic, and roentgenographic findings should all 
coincide for any tenable diagnosis. Sherman and 
Snyder!3 enumerate eighteen different factors which 
should be considered when dealing with any bone 
lesions: 


1. Location in skeleton Femur 
2. Location in specific bone Epiphysial, metaphysial, dia- 
physial 


Cortical, medullary, perios- 


3. Site of origin 
seous 

4, Symmetry in bone Axis of tumor with relation 
to bone 


Within medullary portion or 
outward into periosseous 
structures 

Fusiform, ovoid, spherical 

Destruction or production 

Production-destruction ratio 
and distribution 

Include osseous and _peri- 
osseous parts well-defined 
— ill-defined 

Thickened, thinned, ex- 
panded, destroyed 

11. Condition of periosteum None, reactive (lacy, lam- 

ellated, perpendicular, 
mixed ) 

12. Periosseous changes with Size, appearance, distribution 

relation to tumor 

13. Joint changes 

14. Pathological fracture 


5. Growth direction 


6. General configuration 
7. Medullary portion 
8. Structure of tumor 


9. Boundary of tumor 


10. Condition of cortex 


Synovitis, ete. 

Area of fracture with rela- 
tion to tumor—central, ec- 
centric, etc. 

More than one bone involved 

Duration of symptoms, size 
and repeated examinations 

Reduction of periosseous 
mass, re-establishing cor- 
tex, subsiding periosteal 
change, increase in density 
of lesion over that of nor- 
mal bone 

Metabolic, traumatic, devel- 
opmental, inflammatory 
lesions, metastatic lesions 


The study 


The lesions encountered in this present study 
were osteoid osteoma, osteochondroma, reticulum 
cell sarcoma, Ewing’s sarcoma, and central chon- 
drosarcoma. The sites of probable origin are shown 
in Figure 1. In the remodeling of bone, part of the 
growth process, cellular activity, is increased or 
decreased in various areas to conform with the adult 
counterpart, as indicated by Ham!* and proposed 
by Johnson.* Further, with weight bearing, con- 
tinual additions or deletions occur as demonstrated 
roentgenographically from the time of epiphysial 
closure to old age. The highly differentiated 
mesenchymal tissue which is bone is further modi- 
fied by disease states in terms of productive or 
resorptive manifestations. 


15. Multiplicrry 
16. Rate of growth 


17. Response to radiation 


18. Differential diagnosis 


Case 1 e A 61-year-old white man was examined 
because of lumbar pain attributed to an occupa- 
tional circumstance. At his place of employment as 
a guard, the elevator in an eighteen-story building 
had failed, and the patient of necessity had been 
doing excessive walking. The added stress, probably 
through the iliopsoas tendon, had induced an ill- 
defined pain which merely called attention to an 
existing benign lesion of bone. The site of origin 
was from the anterolateral aspect of the proximal 
femur close upon the site for epiphysial closure 
of the lesser trochanter. There was no alteration 
in osseous architecture of the remainder of the 
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Reticulum cell 
sarcoma x 


Osteoid osteoma | 


Osteochondroma———\ 


Ewing's sarcoma 


Fig. 1. Diagrammatic representation of an adult proximal femur, 
indicating probable sites of tumor origin in cases evaluated. 


proximal femur, indicating no loss in strength of 
bone. The roentgenographic configuration was 
obvious—ovoid in shape, sharply demarcated, con- 
taining fine areas of radiopacity, and with cortex 
appearing to be swept up into a major portion of 
the osteochondroma (Fig. 2). 


Case 2 e A 43-year-old white man was examined 
because of inability to walk, a condition of 3 days’ 
duration. The patient had experienced dull aching 
pain in the lateral right hip, with progressive 
increase in pain on weight bearing over a 3-month 
period, with limitation of flexion and abduction as 
the complaint continued. Mild analgesics had 
relieved the pain until 3 days prior to admission. 
The roentgen findings were characteristic of osteoid 
osteoma, though of endosteal location, as described 
by Jaffe!5 and more recently by Freiberger and 
associates.16 Sclerosis, radiolucency contained there- 
in, and central nidus of increased radiodensity 
typify the lesion. The production of bone in this 
case was in evidence slightly on the periosteal 
surface of appositional type beneath the lesser 
trochanter but mainly on the endosteal surface as 
if to strengthen bone along its medial margin 
(Fig. 3). 


Case 3 e A 15-year-old white boy was admitted 
because of pain and swelling of the proximal left 
leg. The duration of symptoms was 3 months. Pain 
at the onset was intermittent, deep to the level of 
the bone, lasting 5 to 10 minutes, occurring 8 to 
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Fig. 2. Osteochondroma, as described in Case |. 


10 times per day. Relief from pain was obtained 
by striking the area with clenched fist and sleeping 
with leg compressed against the bedroom wall at 
night when the pain was most noticeable. Symptoms 
progressed rapidly with radiation of pain to the 
mid-calf level, and weakness and fatigue of the 
affected extremity. The swelling caused by tumor 
extension was first perceptible to the patient only 
3 weeks prior to roentgenographic examination. 
The activity of this tumor was probably facilitated 
by the repeated self-induced trauma on the part 
of the patient to obtain relief from pain. The 
rapid periosseous extension indicates the degree of 


anaplasticity of this lesion. The roentgen appear- 
ance (Fig. 4) was again characteristic with radiat- 
ing spicules of bone, rarefaction, sclerosis, and 
new bone formation on both endosteal and peri- 
osteal surfaces and in the periosseous extension.!7 
Apparently this primitive spindle pleomorphic cell 
was capable of differentiating to produce osteoid 
tissue, cartilage, or bone. The cell transgressed its 
initial barrier (bone) and came to involve adjacent 
tissues readily. The host factor or factors appeared 
to have offered but little local resistance. 


Case 4 e A 33-year-old white man was admitted 


Fig. 3. Osteoid osteoma, as described in Case 2. 
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Fig. 4. Osteosarcoma, as described in Case 3. 


because of pain in the left hip and left knee joint 
which was increased on weight bearing. The pain 
had been present for approximately 1 year but had 
become more severe in the morning 4 months prior 
to admission. The pain was relieved by aspirin and 
heat. 

Roentgenographically, this lesion presented the 
appearance of a lytic bone lesion from intertro- 
chanteric level to involve the capital portion of 
bone, with indication of some flattening of the 
pressure area and bulging of cortical margin of 
the fovea (Fig. 5). The cortex had been thinned 
somewhat at the posterolateral limits of the cervical 
portion while the medial portion gave evidence of 
attempt at preservation of bone strength. The pro- 
tracted clinical course, location, and destruction of 
bone without expansion tended to indicate a tumor 
of cartilaginous nature possessing a mild degree 
of aggressiveness. 


The clinical, roentgenographic, and _ histologic 
features regarding this case of chondrosarcoma 
were as reported elsewhere,!-3:5-7.17,18 with the 
notable exception that there were no areas of 
mottled calcification contained within the tumor 
and no expansion of bone, held to be somewhat 
characteristic when coupled with destruction.!92° 
This tumor began centrally and eroded cancellous 
bone and the inner portions of the cortex, as de- 
scribed by Phemister,!* but did not violate cortex. 
This latter fact may well have been the rationale 
behind length of symptoms and tumor size. Con- 
tainment within bone, hence applying local control 
forces, plus histologic type may be an indication of 
the apparent lack of aggressiveness on the part of 
this tumor. 


Case 5 e A 14-year-old girl was admitted with a 
complaint of bone pain and palpable tumor with 
slight temperature change locally over the anterior 
aspect of the left thigh, favoring the proximal 
region. Duration of symptoms in this case was 1 
month, and pain was of a nocturnal type, lasting 
2 to 4 hours and occurring three to four times a 
week. There was also swelling of 2 weeks’ duration. 

Roentgenographically, this lesion was seen as a 
fusiform expansion of bone with endosteal and 
periosteal reaction and some sign of sclerosis of 
mottled type (Fig. 6). The periosteal reaction was 
of perpendicular type and relatively scanty. The 
parallel type of periosteal accretion was not present 
in this case although proximal diaphysial location 
favored Ewing's sarcoma. This latter statement is 
not in accord with the findings of others.21 

In this patient, the round or polyhedral cells 
possessing scanty cytoplasm, little intercellular 
stroma, and separated into lobules by fibrous tissue, 
apparently violated the local forces and established 
symptoms and a sizable periosseous extension of 
tumor in a relatively short interval. The mode of 


Fig. 5. Central chondrosarcoma, 
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as described in Case 4. 
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Fig. 6. Reticulum cel! sarcoma, as described in Case 5. 


spread (along marrow cavity and along vascular 
channels with invasion of lymphatics and blood 
vessels) and absence of giant cells, as cited by 
others,2! may also be responsible for some of the 
roentgenographic findings in this case. 

A recent article?? bearing on the differential 
diagnostic features on a biochemical basis between 
reticulum cell sarcoma and Ewing’s sarcoma indi- 
cates the importance of such a differentiation on a 


longevity basis. Reticulum cell sarcoma is more 
favorable, with approximately one half of patients 
surviving 5 years. 


Case 6 e This was a case of reticulum cell sarcoma 
in a 38-year-old man. His presenting complaint was 


that of bone pain and a soft tissue tumor which 
had been present for 9 months. The duration of 
the complaint was accounted for on the basis that 
the patient did not feel that the pain was severe 
enough to warrant medical attention. 

Roentgenographically this tumor appeared to 
arise eccentrically from the medullary portion of 
the proximal femur (Fig. 7). The cortex was 
thinned and violated posterolaterally with an 
attempt at strengthening of bone anteromedially. 
Soft tissue extension with scanty, mixed periosteal 
reaction was seen. Bone destruction then was the 
paramount feature. The findings in this case 
compare quite favorably with those described by 
others.13.23-25 


Fig. 7. Ewing's sarcoma, as described in Case 6. 
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Again, the round cells, possessing larger nuclei 
than cells in a Ewing’s sarcoma, with more cyto- 
plasm at the point where cells are separated by 
fine reticular stroma,22 violated local forces and 
established sizable periosseous tumor without un- 
due concern on the part of the patient. The reticu- 
lum stroma may be a containing factor for the 
tumor itself, and this may in part be responsible 
for the apparent well-being of many of these 
patients in spite of tumor bulk.25 


Tentative deductions 


Although this preliminary report contains too 
few cases to allow any definitive conclusions, certain 
trends seem to be apparent. 

The site of these tumors seems to correspond 
favorably with the location of histologic component 
as suggested by Johnson;® therefore, all tumors 
may be of unicellular origin, perhaps a primitive 
mesenchymal cell, with differentiation into a cellu- 
lar type which bears the specific pathologic diag- 
nosis to meet the requirements of local forces. From 
a recent paper by Lichtenstein and Bernstein26 
dealing with cartilage tumors one gains the impres- 
sion that the subtle changes in cartilage would 
tend to add strength to the possibility of a single- 
type cell being responsible for the end product, 
neoplasia. 

The radiologist must practice clinical radiology 
when evaluating a bone lesion to include those 
features of the history, physical examination, and 
laboratory findings when applicable, and should 
pursue an exhaustive, critical differential diagnostic 
approach to the problem. It is worthy of note that 
the laboratory findings in this series were normal 
with the exception of an elevated erythrocyte 
sedimentation rate in Case 3. 

Recent work in arteriography, summarized well 
by. Strickland,27 seems to indicate the need for 
study of the vascular patterns when faced with a 
given bone lesion. Though many tumors of bone 
are more or less characteristic in appearance, it is 
now conceived that the differential diagnosis may 


well be enhanced employing osteal angiography. 


Even with all modern methods, a few of these 
tumor types escape the radiologist’s critical analysis. 
Probably one of the salient reasons for this concerns 
the location of the tumor and hence the effect on 
cells which otherwise would probably produce a 
characteristic roentgenogram. 


Summary 


Development and anatomic features of the 
proximal femur have been briefly reviewed. The 
diagnostic approach to the complex problems of 
proximal femoral bone tumor inclusive of clinical 
features has been discussed. 

A group of cases, admittedly small, has been 
presented to demonstrate the significance of histo- 
logic type and possible correlation of cell type and 
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location of greatest cellular activity. It is to be 
emphasized that the roentgenographic findings in 
bone neoplasia appear more characteristic of a 
specific lesion when cellular components are of the 
type most active at the respective bone area. The 
findings would seem to indicate that there is a 
possible relationship, though definitive statements 
will require a test of time and further investigation. 
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GEORGE L. KEMP, D.O.,* Portland, Oregon 


Recently there has been some interest in the use 
of psychotropic compounds in the treatment of 
cardiologic problems. This report will detail experi- 
ences with two drugs from opposite ends of the psy- 
chopharmacologic “spectrum”: nialamide,t which 
by virtue of its amine sparing action is an antide- 
pressant; and hydroxyzine,{ which is primarily an 
ataractic or tranquilizing agent. The first section 
will report on the use of nialamide for relief of 
anginal pain, and the second will detail experience 
with hydroxyzine in treating cardiac arrhythmias. 


Nialamide in treatment of angina pectoris 


An interesting development in the use of mono- 
amine oxidase inhibitors has been their utilization 
in the treatment of the painful aspect of angina 
pectoris. The primary indication for these com- 
pounds is in the medical management of depressed 
patients. It is thought that these compounds bene- 
fit the depressed patient by increasing the concen- 
tration of serotonin and possibly other amines in 
the brain. Cesarman,! in treating a depressed 
patient, who also had angina pectoris, with ipro- 
niazid, was gratified to find that both conditions 
were improved. He accordingly treated a series 
of angina patients with iproniazid, the first of the 
amine oxidase inhibitors, and obtained encourag- 
ing results. 

Because of reports of a lower incidence of toxicity 
and side effects associated with nialamide, Cesar- 
man substituted the use of this newer compound 
for iproniazid and again achieved excellent results. 

Other reports have been equally favorable.2-° In 
three of these studies, it is reported that anginal 
pain was controlled in all cases,>:75 and the other 
authors reported relatively few failures. The fre- 


® Address, 1987 N.W. Kearney St. 


t Niamid, supplied for this study by Pfizer Laboratories. 
¢ Vistaril, supplied for this study by Pfizer Laboratories, 


478 


Use of two psychotropic compounds 


in treatment of cardiovascular disease 


quency and severity of the attacks seemed to be 
significantly lessened. Because nialamide appears 
to have no effect on the underlying cardiac disease 
and because the greatest benefit is seen in patients 
with a “receptive” nervous system, it is postulated 
that the drug exerts its favorable effect by blocking 
pain conduction either centrally or at the synapse.29 


Method e Nialamide (Niamid) was used in the 
treatment of 25 patients with angina pectoris who 
had not made a satisfactory response to conven- 
tional therapy. Initial dosage was 75 mg. daily; 
this was later increased in 10 patients who did not 
respond favorably at this dosage level, to 200 mg. 
per day. 

The patients had alternate courses of active 
medication and placebo by the “double blind” 
technic. The patients were carefully evaluated for 
subjective effect, side effects, and cardiac function 
as revealed by the ballistocardiogram while under 
therapy with both the active and placebo forms 
of medication. 


Results e At a dosage level of 75 mg. daily, niala- 
mide effected relief of pain in 15 of 25 patients. 
In the remaining 10 patients, the dosage was in- 
creased to 200 mg. daily, and an additional 5 pa- 
tients achieved significant relief. In most cases, 
concomitant with the relief of the painful episodes, 
depression and anxiety subsided. This eased a 
severe emotional burden on the patient and his 
family. In most of the successful cases, patients 
were able to undertake activities that had previ- 
ously been impossible. These patients were cau- 
tioned against undue exertion, however, because 
the basic pathologic process remained unchanged. 
The ballistocardiograph shows that there is no 
appreciable improvement in the coronary circula- 
tion with this medication. 

It was noted that during the periods when place- 
bos were substituted, 2 patients reported con- 
tinued relief of pain, but 6 patients discontinued 
the placebo tablets because of headache, nervous- 
ness, and gastrointestinal disturbances. The active 
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medication caused no side effects whatever, even 
in the 10 patients treated with 200 mg. per day. 


Discussion e It is interesting to note that the only 
side effects associated with the drug in this study 
occurred during the period when the placebo medi- 
cation was in use, and that nialamide in dosages of 
up to 200 mg. daily produced no side effects. It is 
possible that the undesirable effects were caused 
by the return of the depression and anxiety asso- 
ciated with the condition, and that nialamide was 
better tolerated than the placebo simply because it 
helped correct these psychic factors. The consensus 
of other authors, that nialamide is a well tolerated 
and useful drug for the treatment of the painful 
aspect of angina pectoris, is confirmed by my ex- 
perience. 

Twenty out of 25 patients (80 per cent) received 
significant relief from the painful aspect of their 
angina. This degree of effectiveness may possibly 
be explained by the dosage schedule employed. 
Ten patients in the study who did not respond to 
75 mg. per day, were treated with 200 mg. of niala- 
mide per day, and half of these failures received 
significant benefit when the dose was increased. 

It is difficult to explain why 2 patients seemed to 
derive as much benefit from the placebo as from 
nialamide in view of the fact that they had been 
refractory to specific medication for angina pectoris. 
Perhaps the relief of their depression, through pre- 
vious administration of nialamide, played a role. 
Depression seems to be an important factor in pre- 
cipitating anginal episodes. Once the depression is 
eliminated by nialamide, it is conceivable that cer- 
tain patients who have contracted new habits of 
thought and mood may derive psychosomatic bene- 
fit from a placebo as well as from active medication. 


Summary e Nialamide was used in 25 patients 
with angina pectoris who had not responded satis- 
factorily to conventional treatment. The most effec- 
tive dosage was found to be 75 mg. to 200 mg. 
daily; this relieved pain, anxiety, and depression in 
80 per cent of cases. There was no appreciable 
effect on the ballistocardiogram. Nialamide was 
perfectly tolerated, but substitution of placebos 
brought on side effects in 6 cases, presumably attrib- 
utable to anxiety inherent in the condition under 
therapy. It is concluded that nialamide is a safe 
and effective drug for the treatment of the painful 
aspect of angina pectoris. 


Hydroxyzine in treatment 
of cardiac arrhythmias 


Hydroxyzine was initially used in the treatment of 
cardiovascular disease in an effort to combat anxiety 
and the other emotional factors frequently associ- 
ated with this disease.!° Shortly thereafter, Hutch- 
eon!! and, at a later date, Nelson!2 demonstrated 
that hydroxyzine had a specific action in controlling 
experimentally induced arrhythmias in animals. In 
1958, Burrell and his associates!% reported that a 
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majority of patients in a 50-patient series responded 
well to hydroxyzine therapy. The best results were 
obtained in cases of ventricular or auricular extra- 
systoles and paroxysmal ventricular or auricular 
tachycardia. A less favorable report! covering a 
series of 12 patients describes some benefit in 2 
patients, but a deleterious atropinelike effect was 
observed in 2 others in this series. 


Methods e The present study was undertaken in 
order to look further into the effect of hydroxyzine 
in cardiac arrhythmias. The patients studied in- 
cluded 22 cases of paroxysmal auricular fibrillation, 
sinus tachycardia, premature ventricular contrac- 
tions, nodal premature contractions subsequent to 
myocardial infarction, and atrial fibrillation caused 
by digitalis. 

In urgent cases, hydroxyzine (Vistaril parenteral 
solution) was given by slow intravenous injection in 
doses of 50 to 100 mg. Additional medication was 
administered 1 hour later, if the effect of the initial 
medication was insufficient or if there was no effect. 
Following the parenteral administration of hydroxy- 
zine, maintenance doses of 100 mg. two or three 
times daily by mouth (Vistaril capsules) were con- 
tinued as long as necessary. 


Results e The effect of hydroxyzine was usually 
apparent within 25 to 60 minutes after intravenous 
administration. In a few cases, it was necessary to 
administer an additional 25 to 50 mg. of the medi- 
cation parenterally at the end of an hour. 

Arrhythmias were well controlled and normal 
sinus rhythm established in 18 of the 22 cases. 
Premature ventricular contractions of recent onset, 
in particular, responded promptly and uniformly, 
but the effect in chronic cases was disappointing. 
The tachycardias responded well but generally 
required higher doses. 

In the patient with nodal premature contractions 
following infarction, sinus rhythm was established 
within 25 minutes by an intravenous dose of 100 
mg. The case of atrial fibrillation caused by digitalis, 
however, was unresponsive. 

The only side effects noted were mild flushing, 
dyspnea, and palpitation, in a few cases. The Wolfe- 
Parkinson-White syndrome, sometimes seen after 
the use of quinidine, was conspicuous by its ab- 
sence, as were the other commonly reported side 
effects of quinidine. Otherwise, the effect of hy- 
droxyzine was quite comparable to that of quini- 
dine. It was not necessary to discontinue hydroxy- 
zine therapy in any patient because of side effects. 


Discussion e Our results tend to confirm the favor- 
able report by Burrell and associates,!° rather than 
the unfavorable report by Ziffer and Klotz.14 The 
last-named authors used doses which may have 
been too small to achieve the desired effect. Despite 
the small doses employed by these physicians, they 
noted an atropinelike effect in two cases. There is 
no evidence of this in either the present series nor 
in the study of Burrell and coworkers. The dispartiy 
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can be explained only on the basis of idiosyncrasy 
on the part of the 2 patients. 

It is impossible to determine the relative impor- 
tance of specific cardiac action and tranquilization 
in the effectiveness of hydroxyzine. It must be pre- 
sumed that both factors play a part. In any case, 
the results warrant continued use of hydroxyzine 
in cardiac arrhythmias. In acute, urgent cases, the 
parenteral route is to be preferred, with the institu- 
tion of oral therapy for maintenance and _pro- 
phylaxis. 


Summary e Hydroxyzine was used in 22 cases of 
cardiac arrhythmias. Dosages employed were 50 
to 100 mg. by slow intravenous injection in urgent 
cases, and the oral maintenance dose was 200 or 
300 mg. per day of hydroxyzine pamoate. Normal 
sinus rhythm was established in 18 cases. The fail- 
ures were cases of chronic premature ventricular 
contraction and atrial fibrillation caused by digitalis. 
Patients with premature ventricular contractions of 
recent onset responded well, as did a patient with 
nodal premature contractions following myocardial 
infarction. The tachycardias were also amenable to 
the action of hydroxyzine but required higher 
dosages than did the other irregularities. Mild side 
effects were encountered infrequently and were 
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Various methods and devices have been employed 
in measuring pulmonary ventilation in young in- 
fants. Until recently it has been felt that the most 
efficient means for taking such measurements was 
by use of a body plethysmograph.!2-24 In the past 
5 years, however, many investigators have demon- 
strated that the direct method of measuring respira- 
tions by the face-mask technic is applicable to the 
newborn.*4 With this simplified apparatus obser- 
vations have been recorded in infants up to 9 
months of age. 
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Infant respiratory response to extracorporeal 
influence on the diaphragm 


never considered serious. It is concluded that hy- 
droxyzine is worthy of a trial in most cases of 
cardiac arrhythmia. 
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The purpose of this paper is to describe a means 
of directly measuring pulmonary ventilation in 
newborn infants and to attempt to demonstrate 
any influence on their respirations that may re- 
sult from extracorporeal manipulation of the dia- 
phragm. 


Physiologic and anatomic peculiarities 
of newborn respirations 


The normal respirations of the healthy newborn 
differ in several ways from those of other age 
groups. The wide variability of respiratory rate 
and depth in the young infant has been rec- 
ognized by all who have investigated this field.5 
No consistent trends of respiratory rate have been 
observed in the first 2 weeks of life, but during 


this time there is a gradual increase in the average 
depth of quiet breathing. The extreme irritability 
of the newborn results in episodes of crying and 
increased activity, precipitating irregularity of res- 
pirations. This tends to slow and deepen breathing. 
Because of the many difficulties encountered in 
making even simple measurements of neonatal 
respiratory rates and rhythms, only recently have 
probable normal values been established.® 

The tidal volumes of newborn infants vary as 
much as the respiratory rates, but there is a direct 
relationship between tidal volume and body size. 
However, it has not been demonstrated that a 
steady increase in the tidal volume of breathing 
occurs in the early newborn period. This is also 
true of the minute volume of respirations in infants, 
which seem to remain unchanged during the first 
2 weeks of life. 

The average respiratory rate during the neonatal 
period is about 40 per minute, but extreme vari- 
ability is noted even during the basal state. The 
tidal air for the average breath in the full-term 
infant is from 12 to 20 cc. Proportionately lower 
figures are found in premature infants. 

The respiratory apparatus of the infant differs 
anatomically from that of the older child and adult 
in several ways. Until the period of continued 
weight bearing the infant’s thorax is a relatively 
fixed structure. Since his ribs are nearly at right 
angles to his spine they do not ascend and descend 
with respirations as do the ribs of the adult. Gross 
movement of the ribs in the newborn would ac- 
tually decrease the volume of the thorax. 

In the adult the cross-sectional or anteroposterior 
diameter of the chest is increased by elevation of 
the ribs. The cephalocaudal dimensions of the 
thorax are controlled by the diaphragm, and its 
contraction increases this dimension. Normal in- 
spiration (the active phase of respiration) com- 
bines elevation of the ribs simultaneously with the 
contraction of the diaphragm. 

However, in early postnatal life, expansion of the 
thoracic cavity with each inspiration is done almost 
entirely by the diaphragm; the anterior and lateral 
walls of the thorax undergo very minimal excursion. 
Therefore, the thorax acts as a relatively fixed 
chamber into which air is moved by the descent 
of the diaphragm. The abdominal muscles work 
antagonistically to the diaphragm. The recti and 
oblique muscles relax as the diaphragm descends, 
and it ascends as these muscles contract. Because 
of the necessary concomitant movements of the 
abdominal walls with diaphragmatic excursions, 
the respiratory activity of the newborn is commonly 
referred to as abdominal breathing. 

Since breathing is essentially diaphragmatic and 
abdominal in neonatal life, it seems theoretically 
possible that any stimulation or manipulation ac- 
tively influencing diaphragmatic excursions might 
conceivably produce greater efficiency in normal 
or abnormal pulmonary ventilation in this age. 
This study was undertaken to investigate such a 
theory. 
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Test procedure 


Testing was performed with the infant in a supine 
position and with the operator standing at the 
infant’s feet. The operator's hands were placed 
around the proximal portion of the infant's thighs 
(Fig. 1), from which point forces of motion were 


directed first cephalad and then caudad. Directing 
the force cephalically influences the expiratory 
phase of respiration (which in the resting state is 
primarily passive), and by directing the force cau- 
dally the inspiratory phase of respiration is influ- 
enced. Forces so directed are distributed through- 
out the body, affecting all of the accessory muscles 
of respiration as well as intracavitational pressures. 
Visceral and vascular changes are then affected as 
these cavitational pressures fluctuate. One cephalic 
and one caudal movement-in-place of the subject’s 
body constituted a single cycle of action. In a rhyth- 
mical fashion this motion was repeated at a rate 
of two cycles per second for 60 seconds; this com 
pleted the test procedure. 


Material 


All infants in this study were well babies from the 
newborn nursery of the 48th Street Osteopathic 
Hospital of Philadelphia, Pennsylvania. They were 
full-term infants and at least 2 days old. The meas- 
urements were attempted 15 to 60 minutes after 
the infants had been fed, when they were either 
asleep or very drowsy. Subjects were excluded from 
the study if at any time they displayed physical 
activity, gross respiratory irregularity, or frank vo- 
calization. Therefore, only those infants believed 
to be in a steady state were included. Fourteen of 
the 30 infants tested satisfied the above criteria. 

Diaphragmatic excursions were exaggerated by 
the extracorporeal method previously described at 
a rate of 2 times per second for 60 seconds for 
each infant. The pulmonary ventilation was then 
measured immediately and again at intervals of 2, 
4, 5, and 10 minutes from the time of diaphragmatic 
manipulation. It was of interest that on only two 
occasions the morphetic state of the infant was 
disturbed by the test procedure. The greatest dis- 
turbance resulted from the placement of the mask 
on the face. Infants less than 3 days old could not 
be included because of consistent inability to main- 
tain a steady state while undergoing measurements 
of ventilation. 
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Fig. 2 


Methods 


The success of spirometry with infants requires a 
negligible resistance to air flow in the apparatus 
employed and as complete an elimination of dead 
space as possible. A spirometer satisfying these 
requirements was constructed by Oliver, Shaw, 
and Wheeler* for -their study of pulmonary ven- 
tilation in infants. The spirometer used in this 
study is an adaptation of Oliver's apparatus. It em- 
ploys the bag-in-box principle. The box is airtight 
and has a 27-liter capacity. Within the box is 
fastened a neoprene (weather) balloon of ap- 
proximately 6-liter capacity. The box and balloon 
are separately connected to an infant face mask 
with minimal dead space. The infant breathes from 
the box into the balloon. 

Connected to the top of the box are a tambour and 
recording arm (Fig. 2). The recorder is run at a 
speed of 23.19 mm. per second, spreading out the 
respiratory cycles to permit ease of analysis. The 
spirometer is calibrated before and after each run 
with a 50 cc. Luer-Lok syringe. By using constant 
volumes the velocity of flow should have no effect 
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on the excursion of the recording arm. Figure 3 
shows schematically a typical cycle. Inspiration is 
recorded as a downward deflection, and expiration 
is deflected upward. The tidal volume is the meas- 
ured distance between beginning inspiration and 
the base line. 


Observations 


The various respiratory patterns frequently ob- 
served by other investigators 2 6-8 were also seen 
in the babies examined in this study. For the most 
part, two general types of respirations were noted. 
The regular type of respiration was most frequently 
encountered; this was characterized by approximate 
equality of volumes of all inspirations on the trac- 
ing, with inspiration following expiration without 
any definite pause. In some instances a periodic 
type of respiration was recorded. This was char- 
acterized by a waxing and waning of inspiratory 
excursion amplitude in recurring cycles. Some of 
these cycles were separated by complete periods 
of apnea. 

The respiratory rates of the 14 babies included 
in this series were counted prior to the test pro- 
cedure, for a full minute in each instance. They 
ranged from 32 to 64 per minute with an average 
rate of 48 per minute. This average is comparable 
to that reported by others for this age.2-4.6.9 

As shown in Table I, in all but 2 infants there 
was a decided increase in the tidal volume at either 
4 or 5 minutes following the test procedure. The 
consistency of this finding is felt to be of signifi- 
cance, and this will be discussed later. 

All 12 infants who showed tidal volume increases 
following the test procedure produced this change 
by increasing their depth of respiration, not by in- 
creasing their respiratory rate. This finding would 
agree with the work of Murphy and Thorpe,! 
who reported that minute volume in early infancy 
is increased by changing the depth of breathing 
and not by increasing the rate. 


Discussion 


It is well established that the respirations of infants 
in the newborn period are controlled primarily by 
diaphragmatic action and concomitant abdominal 
movements.75-10 The results of the present study 
have shown that following the application of this 
test procedure a measurable effect on respiratory 
volume was produced. It therefore seems reasonable 
to assume that the manipulative procedure pro- 
duced the effect. 

Some of the work by Miller and Behrle!® suggests 
that the strength and the tone of the diaphragm are 
related to the maturity of the infant, and that some 
infants may die shortly after birth because of insuf- 
ficient diaphragmatic activity. Many infants suc- 
cumbing to respiratory disorders exhibit retractions 
of the chest quite different from retractions seen 
in healthy infants as a result of normal diaphrag- 
matic respirations. In the pathologic retractions the 
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TABLE I—RESULTS OF TEST PROCEDURE 


Mean tidal volume in millimeters Per cent 
Aci of change: 
Age in Weight Respirations Test basal to 
Sex days ingrams perminute Basal procedure 2min. 4 min. 5 min. 10 min. 5 min. 
M 3 3,572 44 1.60 1.09 1.44 2.83 4.60 1.20 125% 
F 3 3,459 42 1.71 2.50 1.84 2.83 5.0 1.51 133.9% 
F 4 3,459 40 1.42 2.33 1.83 2.83 3.60 1.25 153.5% 
F 3 2,693 58 2.25 2.28 1.50 1.85 2.0 2.42 ood 
F 3 2,948 46 1.33 1.75 1.22 3.0 2.66 1.41 100% 
F 3 3,090 48 1.28 1.87 1.66 2.33 3.20 1.42 114.5% 
M 4 3,232 52 1.14 1.71 1.42 2.50 3.80 1.50 150% 
M 3 3,856 32 1.44 Ry § 1.71 2.83 3.33 1.50 131.2% 
F 4 3,118 48 1.25 2.14 1.62 2.50 3.40 1.57 172% 
M 3 3,742 56 1.14 1.75 1.66 2.66 3.0 1.28 163.1% 
F 3 2,750 36 1.33 1.40 1.22 2.66 3.33 1.30 157% 
M 3 2,948 40 1.25 1.40 1.71 2.50 3.0 LTT 140% 
M 3 3,685 44 1.55 1.70 1.44 2.57 3.14 1.33 102.5% 
F 4 2,551 64 2.12 2.0 1.85 2.0 2.12 by i f _ 


lower costal margins curl inward during inspiration, 
and the diaphragm and abdomen seem to exert lit- 
tle, if any, countertraction to the pull of the upper 
part of the chest. Such retractions apparently result 
from supreme efforts made by the thorax. Theoreti- 
cally, the newborn infant in acute pulmonary dis- 
tress might well benefit from a manipulative proce- 
dure that would offer diaphragmatic-abdominal 
assistance. 

It is recognized that breathing produces phasic 
increases in venous return toward the heart as a 
result of changing intrathoracic and intra-abdomi- 
nal pressures.!1 This study has demonstrated a 
method for increasing the volume of respirations 
that must necessarily also increase the venous re- 
turn to the heart. 

The flow of lymph toward its point of drainage 
into the blood depends upon the movement of the 
lungs during breathing.!2 By influencing the infant’s 
breathing, an effect on lymphatic flow should be 
expected. It can be theorized that a manipulative 
procedure which affects the infant’s diaphragm, 
producing increased pulmonary volume, should, at 
least indirectly, improve venous and lymphatic flow 
throughout the body. 

The results of this study have been so encourag- 
ing that further investigation is warranted into the 
application of this manipulative procedure to vari- 
ous disorders of the respiratory system. 


Summary 


A simplified method of measuring pulmonary venti- 
lation has been described, as well as its application 
to a series of 30 normal newborns. A method of 
applying an extracorporeal influence upon the dia- 
phragms of these infants has been delineated, and 
its effect upon the tidal volumes of 14 babies has 
been shown. The value of this manipulation in 
clinical application has been proposed. 
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Ten-second intervals were selected for measurement which began and ended at the same phase of respiratory activity. The mean tidal volumes 
for each interval have been recorded as has the per cent of volume change from the basal state to 5 minutes following the test procedure. 
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Diabetic neuroarthropathy: 


Case report 


JEROME L. BORNSTEIN, B.A., D.O.,* North 
Hollywood, California 


The exact cause of diabetic neuroarthropic lesions 
has long been a moot point which, to my knowledge, 
has not yet been fully resolved. Most authorities 
agree the disorder is due to loss of proprioceptive 
sense as a result of involvement of the extramedul- 
lary posterior root ganglia.1 However, the exact 
cause of this phenomenon is not yet agreed upon. 
Is it due to arteriosclerosis vasonervorum, toxic 
effects of glucose and ketone bodies, or vitamin 
B deficiency?? Impairment of afferent pain sensa- 
tion and loss of proprioceptive impulse,”-* along 
with intact motor power associated with repeated 
microtrauma, are felt to be factors in the ulcers of 
the adjacent soft tissues and the bone changes of 
the metatarsal heads. The destructive changes in 
the phalanges and metatarsal heads have been at- 
tributed to infection as well as to microtrauma 
associated with proprioceptive loss.4-7 

The patient usually will present a nonpainful 
callused ulcer over the plantar surface of one or 
more of the metatarsal heads. He may or may not 
have a history of diabetes. Although the presenting 
complaint may be that of ulceration, it has been 
found that the earliest clinical gross changes of 
diabetic neuroarthropic lesions may be a unilateral 
or bilateral thickening of the tarsal region, resulting 
in a thickened deformed foot with a tendency to 
eversion and external rotation, and flattening of the 
longitudinal arch.5 

Neurologic examination will reveal absent deep 
tendon reflexes of the lower extremity, more often 
the Achilles and plantar tendons. Hypesthesia, hy- 
palgesia, loss of vibratory sense, and sometimes 
Presented at the annual meeting of the American Osteopathic Academy 
of Orthopedics, Los Angeles, October 1959. Dr. Bornstein is a resident 
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changes in position, temperature, and touch are 
also noted to varying degrees.*8 

Roentgenograms of a diabetic neuroarthropic 
lesion reveal bone prolifieration without any appar- 
ent pattern and small islets of bone growing in the 
synovial membrane, along with periosteal thicken- 
ing; proliferative and sclerotic changes, frequently 
at the first metatarsophalangeal joint and midtarsal 
joints; and penciling of the metatarsals, which 
apparently occurs as a result of bone absorption 
with minimal attempts at regeneration. 

Laboratory tests may show an increase in the 
spinal total protein to 50 to 100 mg. per 100 ce. in 
approximately 80 per cent of the cases.4 The fast- 
ing blood sugar need not be markedly uncontrolled. 
Reversal of the albumin-globulin ratio has been 
reported.§ 

Recommended therapy ranges from conservative 
medical and/or surgical care to amputation of in- 
volved extremities. The decision is based, naturally, 
upon the severity of the disease. Primary diabetic 
control in association with simple debridement, 
chemotherapy, and utilization of orthopedic appli- 
ances should be the first treatment of choice. In 
this way, healing by secondary intention may be 
allowed to occur. Immobilization in plaster followed 
by an alteration of weight bearing with such appli- 
ances as metatarsal bars should be used. Should 
ulcers under the metatarsal heads last for 6 to 18 
months, unameliorated by the aforementioned regi- 
men, removal of the phalanges and metatarsal heads 
may be considered.” For recurrent multiple ulcers 
unresponsive to conservative management, one 
might have to resort to below-knee amputation. 

It must, however, be emphasized that in the 
diabetic patient occlusive vascular disease may 
easily coexist with neurotropic ulcers. Also, the 
diabetic is very susceptible to infection. Keeping 
these factors in mind, conservative management 
becomes almost mandatory. Postsurgical complica- 
tions such as gas gangrene cannot be forgotten. 
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Until recently, though some physicians were 
aware that neuropathic arthropathy could occur in 
diabetes mellitus, it was felt that this was more 
commonly found in such entities as syphilis and 
syringomyelia. As research on the subject has in- 
creased, it has become increasingly apparent that 
diabetes plays an important role in the development 
of neuropathic arthropathy with ulcer.” 

A number of interesting points were made in one 
conference on diabetes:? 

1. Neuropathy may occur during good control 
or may occur simultaneously with symptoms of 
uncontrolled glycosuria. 

2. Neuropathy may be the initial clinical mani- 
festation of diabetes, unattended by symptoms of 
hyperglycemia and glycosuria. 

3. Neuropathy has parodoxically been precipi- 
tated following institution of good control. 

4, Neuropathy may follow stress situations, in 
which cases a relatively constant latent period exists. 


It was concluded that, while prolonged poor control 
may possibly lead to neuropathy, “Diabetic neurop- 
athy should be regarded as a concomitant feature 
of the syndrome of diabetes mellitus rather than 
as a complication of the disease.”® 


Case report 


A patient who was first seen on January 8, 1959, 
complained of an ulcer of the plantar lateral sur- 
face of the right fifth metatarsophalangeal joint of 
approximately 18 months’ duration. 

He had been known to have been diabetic since 
1943, and he took 40 units of NPH insulin daily. 
He was on no specific diet. He had not been under 
a physician’s care recently, and had received no 
intensive therapy for his complaint. He gave a 
history of an identical problem 5 years earlier, on 
the left foot, for which the left fifth metatarsal and 
phalanges had been amputated. There had been no 
recurrence on that side. He had been examined for 
peripheral vascular disease before being seen in 
orthopedic clinic, but no evidence of such a dis- 
order had been found. He had had a noticeable 
callus of the right fifth metatarsal area for approxi- 
mately 5 years, and ulceration had begun approxi- 
mately 18 months before our examination. He stated 
that he had no pain in the ulcer area, but that the 
ulcer and drainage from it were becoming increas- 
ingly severe. 

Physical examination revealed a well nourished 
43-year-old white male of average height and 
weight. .There was an ulcer approximately 3.0 by 
1.5 cm. in size on the lateral plantar area over the 
fifth metatarsophalangeal joint. Drainage was pro- 
fuse. The metatarsal head was visualized in the 
ulcer cavity. No pain could be elicited by palpation 
of the ulcerative area nor by motion of the fifth toe. 
Good dorsalis pedis pulsations were noted bilater- 
ally, and there were moderate bilateral varicosities. 

A surgical scar was seen at the site of amputation 
of the left fifth metatarsal and phalanges, and a 
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hard swelling with slight deformity was noticed 
over the posterior aspect of the left calcaneus. 
(The patient had reported injurying the left heel 
at age 3.) 

Neurologically, knee jerk and Achilles reflexes 
were absent bilaterally, and relative loss of vibra- 
tional sense of the right foot was noted. There was 
no evidence of hypesthesia in the lower extremities. 
A complete blood count, urinalysis, fasting blood 
sugar, and roentgenograms were ordered, and foot 
soaks in tyrothricin solution, four times daily, were 
begun. The patient was also referred to diabetic 
clinic and an adequate diet was prescribed. 

The patient's erythrocyte sedimentation rate was 
30 mm., and his fasting blood sugar 95 mg. per 100 
ce. (normal, 80 to 100 mg. per 100 cc.). Urinalysis 
showed a plus 4 albumin and negative sugar and 
acetone. Roentgenograms taken January 8, 1959, 
revealed an anteromedial dislocation of the right 
fifth toe at the metatarsophalangeal joint. Osteolytic 
changes of the head of the fifth metatarsal were 
seen, with moderate soft tissue swelling in the area. 
No other lesions of the right foot were noted. Films 
of the left foot showed amputation of the entire 
fifth toe including the metatarsal. Moderate deform- 
ity of the posterior portion of the left calcaneus 
in the area of the Achilles tendon insertion were 
noted, with sclerotic and osteolytic changes suggest- 
ing an old osteomyelitis. 

After review of the x-rays and laboratory reports, 
a tentative diagnosis of diabetic neuroarthropathy 
was made, and the patient was admitted to the 
hospital on January 14, 1959. 

On admission further laboratory work was done. 
The hematocrit reading was 27 per cent, hemo- 
globin was 9.8 grams, and a plus 4 albuminuria 
persisted. The fasting blood sugar the following 
morning was 385 mg. per 100 cc. Spinal total pro- 
tein was 25 mg. per 100 cc., with negative globulin. 
Uric acid was 6.2 mg. per 100 cc. (normal, 2 to 4 
mg. per 100 cc.). Smears, cultures, and antibiotic 


The exact cause of diabetic 
neuroarthropic lesions has long been 
a moot point which, to my 
knowledge, has not yet been fully © 
resolved. Most authorities agree that 
the disorder is due to loss 
of proprioceptive sense as a result of 
involvement of the extramedullary 
posterior root ganglia 
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sensitivity tests were done. The Wasserman test 
was negative. 

Over a 2-week period of hospitalization the pa- 
tient was continued on tyrothricin soaks four times 
daily, with sugar and Vaseline packs between soaks, 
until no further drainage was present and granula- 
tion tissue became increasingly more evident. Fura- 
dantin, 100 mg. three times daily, was begun on 
January 27, when results of smears and cultures 
were returned reporting Staphylococcus aureus and 
Proteus species both sensitive to this medication. 
Irradiation (a total of 300 r) was begun on January 
26 and completed on January 29. 

The patient was discharged on February 2, 1959, 
1 month after his initial visit, with a short leg cast 
with walking heel. Diabetes was controlled by 
protamine zinc insulin, 40 units daily, with a special 
diet. 

Roentgenograms taken February 25, 1959, re- 
vealed further absorption of the distal head of the 
fifth metatarsal on the right. Some demineralization 
of the lateral portion of the proximal head of the 
proximal phalanx of the right fifth toe was also seen. 

On March 10, 2 months after his initial visit, the 
cast was changed and the ulcer on the lateral aspect 
of the right fifth metatarsal was noted to be healing 
well. No drainage was evident. A superficial ulcer 
was noted over the first metatarsophalangeal joint. 

On April 21, 34 months after institution of ther- 
apy, the ulcer was closed with callus formation and 
no drainage. The involved area now had good 
sensory response. A pressure area was noted over 
the medial malleolus. The cast was removed and 
the patient was given crutches, with no weight 
bearing allowed on the right foot. 

On May 6, 4 months after his initial visit, and 
after treatment of the malleolar ulcer for 2 weeks, 
a ;;-inch metatarsal bar was prescribed. Upon 
delivery of the appliance the patient was allowed 
to return to work. 

He failed clinic appointments until July 10, when 
he came to the admitting room with a complaint 
of drainage from between the right fourth and fifth 
toes of 2 days’ duration. 

Examination revealed a 2 plus pitting edema of 
the dorsum of the right foot with foul-smelling 
drainage from an ulcer (1.5 by 1.0 cm.) in the 
interdigital space of the fourth and fifth toes. 
Tender inguinal adenopathy on the right side was 
noted. The previously treated area of the fifth 
metatarsal was now healed, and vibrational and 
sensory perception had returned to the foot al- 
though reflexes were unchanged. 

The patient was admitted to the hospital, and 
tyrothricin soaks and sugar and Vaseline packs 
once again were utilized. Roentgenograms taken 
July 10 (at the time of readmittance to the hospital) 
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revealed improved alignment and absorption of 
bone reaction noticed in previous views of the fifth 
right metatarsal fracture. No evidence of bridging 
across the fracture site could be seen. Penciling of 
the metatarsal was now evident. 

The patient was hospitalized until July 21, at 
which time the ulcer was almost completely closed 
and free from drainage. He was again discharged 
to outpatient department care and was allowed to 
return to work. He has not been seen in clinic since 
discharge because of failure to keep appointments. 


Summary 


This report deals with a 43-year-old white man, a 
known diabetic for 15 years, who we felt had a 
diabetic neuroarthropic joint. Though the follow-up 
is less than 1 year to date and reconstruction of the 
joint has not occurred, the patient has been able to 
return to a gainful occupation after conservative 
treatment by diabetic control, simple debridement, 
and healing by secondary intention, and the utiliza- 
tion of orthopedic appliances—first casting, and 
then a metatarsal bar. 


1. Lippman, E. M., and Grow, J. L.: Neurogenic arthropathy 
associated with diabetes mellitus; review of literature and report of 
one case in juvenile diabetic. J. Bone & Joint Surg. 37-A:971-977, 
Oct. 1955. 

2. Beidleman, B., and Duncan, G. G.: Charcot joints and infec- 
tions—vascular lesions of bones in diabetes mellitus. Am. J. Med. 
12:43-53, Jan. 1952. 

3. Bolen, J. B.: Charcot joints. Radiology 67:95-98, July 1956. 

4, Jacobs, J. E.: Observations of neuropathic (Charcot) joints 
occurring in diabetes mellitus. J. Bone & Joint Surg. 40-A:1043-1057, 
Oct. 1958. 

5. Bailey, C. C., and Root, H. F.: Neuropathic foot lesions in 
diabetes mellitus. New England J. Med. 236:397-401, March 13, 1947. 

6. Wilson, I. H., McIntyre, C. H., and Albertson, H. K.: Charcot’s 
joint with unusual features in a diabetic patient. California Med. 
70:420-422, May 1949. 

7. Kelly, P. J., and Coventry, M. B.: Neurotrophic ulcers of feet; 
review of 47 cases. J. Am. M. A. 168:388-393, Sept. 27, 1958. 

8. Antes, E. H.: Charcot joint in diabetes mellitus. J. Am. M. A. 
156:602-603, Oct. 9, 1954. 

9. Conference on current trends in research and clinical manage- 
ment of diabetes. Upjohn Co., New York, April 11-12, 1959. 


= 3 
= 
= = 
: 
i 
486 


WILLIAM L. TANENBAUM, D.O., M.Sc., 
F.A.O.C.R.,* and RICHARD W. PULLUM, D.O., 
Allentown, Pennsylvania 


In 1937 Mirizzi! reported on the visualization of 
the hepatobiliary tree during the operative proce- 
dure for cholecystectomy and called this procedure 
“operative cholangiography.” Since that first report 
there has been a continuing search for an ideal con- 
trast medium for the procedure. This agent would 
provide (1) adequate visualization of the ductal 
systems of the liver and gallbladder, (2) conven- 
ience of usage and readily reproducible results, and 
(3) freedom from unpleasant side effects and dis- 
comfort to the patient. 

This paper is a report on two contrast agents 
which seem to fulfill the requirements for an ideal 
contrast medium usable for both operative and 
postoperative cholangiography. 

One of these agents, a microdispersion of barium 
sulfate (Steripaque-V{), avoids the use of iodine 
as the contrast substance. This is becoming of in- 
creasingly greater importance because of the effect 
of iodine in blocking or altering the accuracy of 
results in thyroid studies using either the protein- 
bound iodine level or iodine,,, uptake method. The 
other agent, propyliodine (Dionosil), contains io- 
dine but in a fixed organic form which does not 
enter the body’s iodine pool and functions only as 
an inert contrast substance. 

The primary goal of cholangiography is not mere- 
ly to render the biliary ducts visible on x-ray exam- 
Dr. Tanenbaum is Chairman cf the Department of Radiology, Allen- 
town Osteopathic Hospital, and Dr. Pullum is a resident in radiology 
at the same hospital. 
®Address, 1736 Hamilton St. 


+The Steripaque-V used in this series was supplied to Dr. Tanenbaum 
on a clinical trial basis by Picker X-Ray Corporation for Damancy 
and Company, Ltd., of Ware, Herts, England. At this writing this 
product is not commercially available; however, it is expected that it 
will be marketed in the near future. 
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Experiences with Dionosil 


and Steripaque-V in cholangiography 


ination, but rather to offer to radiologist and sur- 
geon alike an additional source of information 
about the size, configuration, and contents of the 
hepatobiliary system. 

Ferris? reports that stones are present in the 
common bile duct in from 10 to 20 per cent of all 
patients who undergo cholecystectomy, and the 
incidence of “overlooked” stones in the common 
duct after instrumental and palpatory exploration 
is probably 8 to 27 per cent. These findings point 
up the need for more adequate and informative 
visualization of this area on roentgenographic ex- 
amination. 

Patient size has often posed a problem in cholan- 
giography, the large patient frequently showing in- 
adequate visualization or incomplete opacification 
of the smaller biliary radicles. This problem is 
eliminated by use of a high kilovoltage technic and 
the contrast media presented in this report. When 
either of these two agents is used the degree of 
opacification produced is sufficiently great that, 
when coupled with the more adequate penetration 
afforded by the use of high kilovoltage technic, 
visualization has in all cases been better than pre- 
viously obtained with conventional technics and 
other contrast media. This results in studies of 
greater diagnostic value while insuring consistently 
better films and fewer retakes. 

The lack of patient discomfort encountered when 
using this procedure eliminates the need for seda- 
tion or other medications. 

It is important in cholangiography, as in any 
other roentgenographic procedure, that the patient 
be well prepared prior to the examination. This 
prevents the need for re-examination at increased 
cost to the patient and also reduces the amount of 
radiation to which the patient is exposed. Today, 
there is an increasing tendency to be more con- 
scious of the quantity of radiation to which pa- 
tients are being exposed. This takes on added 
significance in view of the steady increase of back- 
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ground radiation resulting from atomic test fallout 
and other sources. Therefore, one of the primary 
considerations in every radiologist’s mind should be 
the reduction of unnecessary exposure of his pa- 
tients. This dictates the rapid acceptance of newer 
technics and methods such as this. 

The method described here for the examination 
of the hepatobiliary tree incorporates the above 
stated principles. It eliminates the need for haste 
in completing the examination because the media 
used for opacification of the ductal system as re- 
ported in this paper remain in the ductal system 
for 30 to 45 minutes. The radiation dosage to the 
patient is reduced by using high kilovoltage-low 
milliamperage technics developed in this depart- 
ment. We use 5 mm. of added aluminum filtration 
in all diagnostic x-ray tubes. 


Pharmacology 


Propyliodine (Dionosil) is an aqueous suspension of 
the n-propyl ester of 3:5-diiodo-4-pyridone-n-acetic 
acid with sodium carboxy methy] cellulose, sodium 
citrate, sodium chloride, polyethylene glycol 600 
mono-oleate in benzyl alcohol. The suspension con- 
tains 50 per cent weight in volume of the ester. 

The iodine content of the preparation is about 
30 per cent. In 20 cc. of propyliodine there are thus 
about 6 grams of iodine. This iodine is in firm 
organic combination so that its pharmacologic ac- 
tivity is suppressed and there is no liberation of any 
free or inorganic iodine. 

Propyliodine is well tolerated by the tissues 
and is isotonic with body fluids so that no osmotic 
disturbance is noted.° 

Steripaque-V is a 30 per cent microdispersion of 
stabilized pure barium sulfate which, like its parent 
product, Micropaque, may be described as material 
selected from the particle range of 0.5 » to below 
0.1 », sterlized under conditions which preserve 
those physical features which insure complete free- 
dom of the particles. Suppression of the well known 
coating or adhesive properties of Micropaque bari- 
um sulfate, to assist easy elimination from tubelike 
structures such as the hepatobiliary system and 
bronchi, has been accomplished. Steripaque-V is a 
free-flowing aqueous dispersion of barium sulfate 
with sufficient viscosity to oppose flooding while 
providing a standard viscosity and opacity suitable 
to the type of examination for which it was used 
in this study. 


Technic 


The preparation for cholangiography varies from 
radiologist to radiologist, but the object is thorough 
cleansing of the intestinal tract and elimination of 
gas from the area of the gallbladder and liver. 
After this preparation the patient is placed on 
the x-ray table in a recumbent position. A survey 
film of the gallbladder area is made, using 120 kv. 
and 10 to 20 Ma.S. as exposure factors. The range 
in this department is 10 to 15 Ma.S. for a small to 
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Fig. |. Air bubbles within tubing and ducts. Compare with 
lucent stone in distal end of duct in Figure 3. 


medium patient and 20 Ma.S. for patients weighing 
200 pounds or more. Following the survey film, the 
T-tube is connected to a sterile 20 cc. syringe by 
an adapter and the T-tube and biliary tract are 
aspirated until clear bile free from bubbles and 
debris is returned. The T-tube is then clamped 
close to the attached syringe. 

The contrast agent used should be warmed to 
body temperature prior to injection by immersing 
the unopened vial in warm water of approximately 
body temperature before the syringe is filled. The 
syringe is filled immediately before the injection so 
that chilling of the contrast medium does not occur. 
The syringe is then attached to the T-tube and the 
clamp released. 

It must be stressed that unless the entire ductal 
system and external tubing-syringe injection set-up 
is free from air bubbles the value of the examina- 
tion is reduced considerably or even negated en- 
tirely. Air bubbles in the ductal system may readily 
be mistaken for lucent calculi or polyps (Fig. 1). 

Ferris? of the Mayo Clinic recommends the use 
of saline irrigation of the ductal system with the 
patient in Trendelenburg position, prior to injection 
of the contrast medium. We have not found this 
necessary. 

The examination from this point on follows the 
procedure usually utilized in T-tube cholangiog- 
raphy under fluoroscopic guidance. The biliary 
tract is filled slowly and spot films are taken of the 
area (Fig. 2). The routine film study of this area 
in some departments includes, in addition to the 
spot films, an anteroposterior view with the patient 
recumbent and one semioblique projection, these 
dependent upon the position of the ductal system 
as determined by fluoroscopy. In this department 
the entire film study is taken from the spot film 
device during the fluoroscopic examination. This 
assures the examiner that adequate film coverage 
is obtained with less possibility of improper posi- 
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tioning or other error. The fluoroscopic time for 
this examination, in this department, using the 
above described technics and including the spot 
films, usually averages only 1 to 2 minutes. 

Since the two contrast media studied here remain 
in the biliary system for considerably longer than 
most other agents previously used for cholangio- 
graphic examination, the technician can take ample 
time to position the patient correctly and reduce 
the number of retakes. This makes it possible for 
the radiologist to examine the films as they are 
processed and suggest accessory projections as he 
deems necessary. 

At the conclusion of the examination we aspirate 
the T-tube in an attempt to remove as large a 
quantity as possible of the contrast medium from 
the ductal system. We have encountered no un- 
toward side reactions or complications in using 
either of these media; however, we feel that aspira- 
tion of the system is expedient. 


Discussion 


During the preceding 18 months in this department 
all contrast studies of the hepatobiliary tree by 
means of the T-tube method have been done using 
either propyliodine or Steripaque-V as the contrast 
agent. There have been no reactions of any kind to 
the agents used nor have the patients complained 
of any discomfort during or after the examinations. 
Recently Nathan, Blum, and Dolan‘ reported 1 
case in which propyliodine was used. In this case 
the patient reportedly complained of upper right 
quadrant pain, generalized distress, and elevated 
temperature. Clinical evidence of partial temporary 
obstruction of the lesser biliary radicles by pre- 
cipitated contrast medium was noted. This evidence 
was obtained by aspiration of the T-tube after the 
patient complained of distress, with resultant re- 
covery of castlike structures which the authors felt 
represented precipitated propyliodine. As reported, 
this was the only case in which these investigators 


Fig. 2. Essentially normal cholangiographic study, showing good 
opacification with some contrast medium in duodenum. 
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Fig. 3. Contrast medium in peritoneal cavity surrounding T-tube. 
A large lucent calculus is seen in the distal end of the common 
bile duct. 


used the agent in their practice. No explanation of 
the unfortunate results obtained by these investi- 
gators can be given here because no description of 
technic was given in their paper. It is possible that 
their medium was cold when used or that they 
neglected to aspirate the biliary tree before or after 
injection of the contrast agent. 

There have been no cases in our series of 12 
examinations in which visualization was unsatis- 
factory. In one instance the duodenal portion of 
the T-tube was not within the common duct and 
the contrast medium was seen to lie within the 
peritoneal cavity surrounding the common duct 
and T-tube (Fig. 3). This patient presented no evi- 
dence of reaction or disturbance at the time of the 
examination or later. Subsequent films showed com- 
plete absorption of the extradochal agent within 
only a few hours. Two patients in our series of 10 
cases have been examined a second time. They 
likewise have experienced no discomfort on either 
examination, and visualization on the second ex- 
amination was as satisfactory as the first. Besides 
these 10 cases of T-tube cholangiography we have 
used these agents in 1 case with an indwelling 
“mushroom” type catheter in the gallbladder; this 
case will be described later. 

In this department the average length of time 
required for the complete T-tube cholangiographic 
examination is 10 to 15 minutes, including all the 
necessary preparations. 

Films taken at 6- and 12-hour intervals after the 
injection of either contrast agent show complete 
excretion within this time. In none of the cases 
studied has there been noted any retention of 
media, including the 1 case with peritoneal soilage. 

In Figure 4 is seen the result of an examination 
with this technic of a patient with a T-tube which 
has been in place for at least 4 years. This tube 
was previously severed at skin level and thus offered 
some technical difficulties in obtaining proper fill- 
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Fig. 4. T-tube cholangiogram in case with no external limb of 
the T-tube. This tube had been in place for over 4 years. 


ing. A large bore needle was placed firmly within 
the lumen of the tube while the projecting edge 
of the tube was held with a hemostat. After place- 
ment of the needle the hemostat was removed and 
injection was made through this needle while at- 
tached to the syringe by flexible tubing. 

Hodgson and Baker® recommend body section 
radiography in cases where there is incomplete or 
inadequate visualization of the biliary ductal sys- 
tem, or in which confusion results from study of 
the films relative to possible obstructions in the 
biliary system. This procedure greatly increases the 
amount of radiation exposure to the patient as well 
as the cost of the examination. The method used 
in this department has, in this series, left no case 
in which the diagnosis was in doubt or in which 
further studies were needed to eliminate the pos- 
sibility of disease in the biliary system. 


Fig. 5. Gallbladder and ductal systems opacified through "mush- 
room" type of catheter. Lucent calculi are seen in the bladder 
neck and in the distal portion of the common duct. 
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An additional advantage of the use of the Steri- 
paque-V is that following the filling of the ductal 
system, aspiration and drainage otf the ducts by 
suction from the syringe and subsequent partial 
filling of the ducts with air affords a double-con- 
trast visualization of coated stones and grit within 
the ducts. 

Figure 5 demonstrates visualization of the gall- 
bladder and ducts by filling through a “mushroom” 
type drain left in the gallbladder at operation. This 
was an elderly patient operated on for rupture of 
the gallbladder. The contrast medium used in this 
case was Steripaque-V. The lucent areas in the 
region of the neck of the gallbladder and at the 
distal end of the common duct suggest lucent cal- 
culi. 

This method will serve admirably in the oper- 

ating room for operative cholangiography in both 
the primary and secondary phases. The primary 
phase is that stage in which the ductal systems are 
opacified by injection of the contrast medium 
through the wall of the common bile duct prior to 
surgical opening of the ducts and before manual 
or instrumental exploration. The secondary phase 
is that stage in which the ducts have been opened 
and searched for stones and contrast media is used 
to allow radiographic search for the “missed” stone. 
The advantages of these media and this technic 
are the same in this usage as in the postoperative 
cholangiographic studies. One of the major advan- 
tages of operative cholangiography, of course, is the 
time and effort that are saved by the ready visuali- 
zation of the “missed” or “overlooked” stone (Fig. 
3) while the area is still exposed and the removal 
of the stone can be accomplished without the ne- 
cessity of further surgical intervention. Films of 
better quality are also obtained because of the in- 
herent advantages of these media, even when work- 
ing under the less than ideal radiologic conditions 
found in the operating room. 


Summary 


A method is described using propyliodine (Diono- 
sil) and a microdispersion of barium sulfate (Steri- 
paque-V) as the contrast media for cholangio- 
graphic studies. A series of 10 cases is reported 
upon, covering 12 examinations with no reactions 
or unpleasant side effects. A technic is described 
using high kilovoltage and low milliamperage 
which produces films of better diagnostic quality 
and lowers the radiation exposure of the patient. 
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V. J. ROSE, D.O.,* Orrville, Ohio 


Gross! offers two explanations for the congenitally 
absent gallbladder: 

1. The gallbladder and cystic duct normally 
originate in the embryo as an outpocketing from 
the hepatic diverticulum, and this has failed to 
develop. 

2. During the so-called solid phase of the embryo 
life, the lumen of the gallbladder is temporarily 
obliterated and the gallbladder bud fails to develop. 
Weiner? in 1958, concurred with these theories. 

In 1946, according to Bockus,? there had been 
about 98 cases of agenesis of the gallbladder 
reported, and in about 40 of these cases there 
was no other associated biliary tract anomaly. 

Flannery and Caster‘ classified the abnormalities 
of the gallbladder, and they collected 101 case 
reports of agensis of the gallbladder from the 
literature up to 1956. Their reasons for apparent 
absence were: 

1. The gallbladder is atrophic and buried in 
adhesions after several attacks of cholecystitis. 

2. The gallbladder may be intrahepatic. 

3. It had previously been removed surgically. 

4. It was in an abnormal position (left sided, 
et cetera). 

5. The gallbladder may have been truly absent 
congenitally. 

True agenesis of the gallbladder is very rare. 
Monroe and Ragen® reported 33 instances in a 
series of 35,626 necropsies. The occurrence as to 
sex was equal at the necropsy table; however, 
clinically it was seen twice as often in the female. 
Of course, biliary disease requiring operation is 
twice as often found in the female. Recently, 3 
cases were reported by Heffernon and Weber® 
at the Lahey Clinic. There were two women and 
one man, in keeping with this ratio. 


*Address, 117 W. Market St. 


JOURNAL A.O.A., VOL. 60, FEB. 1961 


Agenesis of the gallbladder: 


Case report 


Case report 


We recently observed agenesis of the gallbladder 
in a 40-year-old white man, who entered Orrville 
Community Osteopathic Hospital with a complaint 
of upper abdominal aching and discomfort and 
epigastric and upper right quadrant pain of several 
years’ duration. There was a history of intolerence 
to certain fatty foods, flatulence, and some pyrosis. 
At times food relieved the epigastric pain. 

The patient had had x-rays at this hospital in 
1956, at which time a duodenal ulcer was found, 
and it was reported that no gallbladder was visual- 
ized. There was a past history of measles, mumps, 
and chickenpox, but no history of scarlet fever or 
rheumatic fever. The familial history was noncon- 
tributory. Previous operations consisted of an 
appendectomy (McBurney incision) and hemor- 
rhoidectomy. 

On physical examination there was tenderness 
in the upper right quadrant of the abdomen. A 
McBurney cicatrix was noted, but there were no 
other pathologic findings. 

The hemoglobin was 15 grams per 100 cc.; 
leukocyte count was 10,500 per cu. mm., with 11 
per cent eosinophils, and an otherwise normal 
hemogram. The Kline test was negative, and icterus 
index was 8.4. Total protein was 6.55, with albumin 
of 3.70 and globulin of 2.75, for a ratio of 1.3:1. 
Urinary specific gravity was 1.003, pH was 6, and 
other findings were essentially normal. Cephalin 
flocculation was plus 2 in 48 hours. An electro- 
cardiogram was essentially normal. 

A single attempt at cholecystographic examina- 
tion resulted in no concentration of contrast medi- 
um in the gallbladder. It was noted that in March 
1956 two attempts had been made and no concen- 
tration occurred either time. The colon was normal 
to examination by x-ray. Stomach roentgenograms 
revealed accentuation and coarsening of the gastric 
mucosa at the antral portion of the stomach, 
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Because of the rarity of this 


anomaly, the diagnosis is not frequently 
made preoperatively. Nonvisualization 
of the gallbladder on x-ray is 
indicative of a nonfunctioning pathologic 
gallbladder with cystic duct obstruction 
in most cases; however, other 
causes must be ruled out. The gallbladder 


is not essential to health 


together with widening of the pylorus. The duo- 
denal cap showed evidence of modification in 
contour along the lesser curvature, and there were 
mocosal changes seen in relation to the cap. These 
changes were felt to be residual to previous ulcer 
mechanism. However, no ulcer crater was demon- 
strated at this time. 

With nonvisualization of the gallbladder, pre- 
sumptive evidence of biliary disease was considered 
to warrant exploration of the abdomen. Operation 
was performed on September 15, 1960. The liver 
was smooth, normal in size, and had sharp borders. 
No gallbladder was found. There was a small 
cleavage line between the right lobe and quadrant 
lobe of the liver. The falciform and round ligaments 
were intact. Careful inspection of the common 
hepatic duct and common bile ducts revealed only 
a slight bulge in the area of normal cystic duct 
emergence. The common duct was grossly scarred 
and adherent to the pancreas. Postoperative adhe- 
sions’ of the omentum were noted at the old 
McBurney cicatrix, and these were dissected free. 

The abdomen was closed, and the patient was 
returned to his room in good condition. Ulcer 
therapy: was used postoperatively, and recovery 


was satisfactory. He was discharged on the seventh 
postoperative day. After the patient had recovered 
from surgery, an intravenous cholangiogram was 
done with no visualization of the gallbladder, al- 
though the common bile duct was normal. 


Discussion 


Latimer, Mendez and Hage’ have recently (1947) 
made a very thorough study of congenital absence 
of the gallbladder. They conclude that a preopera- 
tive diagnosis of agenesis of the gallbladder is 
extremely difficult. Roentgenographic visualization 
of the biliary tract is the most accurate diagnostic 
method today. It is accurate in 90 to 95 per cent 
of cases when properly conducted. 

Because of the rarity of this anomaly, the diag- 
nosis is not frequently made preoperatively. Non- 
visualization of the gallbladder on x-ray is indica- 
tive of a nonfunctioning pathologic gallbladder 
with cystic duct obstruction in most cases; however, 
other causes must be ruled out. Agenesis of the 
gallbladder is compatible with life, and apparently 
causes no recognizable impairment of the individ- 
ual’s physiology. It is not essential to health, and 
is normally absent in approximately twenty-six 
animals, including the horse, rhinocerus, rat, deer, 
and pigeon. 


Conclusion 


Agenesis of the gallbladder is rare. It should be 
thought of when nonvisualization of the gallbladder 
is reported on the roentgenogram. 
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Names that live 


Physicians achieve their earthly immortality in curi- 
ous ways. Many of their names live long beyond the 
memories of their persons, in the name of a surgical 
instrument, a disease, or an obscure anatomic part 
which they first described. 

The name “Stensen’s duct” seems a poor monu- 
ment to Niels Stensen, a seventeenth-century physi- 
cian of tremendous ability and achievement. The 
duct which bears his name was only an early effort, 
a discovery he made while dissecting a sheep’s head. 
A small book! gives an outline of some of Stensen’s 
other and perhaps more notable discoveries: 


Stensen’s contributions to anatomy are so amazing as to be 
almost unbelievable. He demonstrated Peyer’s patches be- 
fore Peyer; he maintained that the human ovary produced 
ova; he was the first to show that the mucous membrane of 
the nose, palate and throat secreted mucus by vitue of small 
glands in its deeper layers. Perhaps one of his greatest dis- 
coveries was the mechanism of lacrimation; until Stensen’s 
time, learned men thought that the tears were formed in the 
brain, and were led through the nerves to the eyes. Stensen 
blasted this theory by a perfect description of the whole 
lacrimal apparatus in 1662. At the age of 33 he published 
the first case of Fallot’s tetralogy, a form of congenital heart 
disease, so-named after Louis Arthur Fallot redescribed it 
in 1888. Stensen’s contributions to physiology are not insig- 
nificant. For instance, he showed that the muscle fibre is the 
contractile element, whereas previously it was considered 
that the tendon was the ‘primary instrument of movement’. 
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EDITORIALS 


Stensen was famous in his own time for far more 
than his contributions to medicine. He made what 
is sometimes considered the primary contribution 
to the science of paleontology with a short treatise 
on sharks’ teeth as a component of certain fossils. 
He was an accomplished linguist, having full com- 
mand of eight languages besides his native Danish. 
A late convert to Roman Catholicism, he took holy 
orders at age 36 and served in prominent positions 
in the Church until his death at the early age of 48. 

Yet this versatile man is remembered today only 
for discovering the duct of the parotid gland! 

Another duct-finder, Thomas Wharton, is remem- 
bered for a discovery not his own, but his own con- 
siderable medical prowess is virtually forgotten. 
Wharton published the first description of the duct 
to the submandibular salivary gland, although an 
Italian anatomist had seen it more than a century 
earlier. Wharton had M.D. degrees from both Oxford 
and Cambridge, was physician to St. Thomas’s Hos- 
pital, and served well and faithfully during the 
Great Plague of 1665. King Charles II, who ought to 
have some memorial made to his fickleness, con- 
veniently forgot a promise to make Wharton his 
Physician-in-Ordinary, but did allow him to pur- 
chase a coat of arms in payment for caring for the 
King’s Guards during the Plague. Isaak Walton men- 
tions Wharton in The Compleat Angler; however, 
the common use of Wharton’s name comes from a 
borrowed discovery while, ironically, his own great- 
est work went largely unrewarded. 

The contemporaries of Thomas Hodgkin would 
be surprised to find that he is remembered at all. 
Hodgkin was an unpersonable Quaker who might 
well be described as a failure in his profession; he 
failed to obtain a position on the staff of Guy's 
Hospital, and his private practice was also relatively 
unsuccessful. He did serve for a time as curator of 
the Museum of Pathology at Guy’s Hospital. During 
that period he read a paper describing the pa- 
thology of the peculiar disease of the lymph nodes 
which now bears his name. The paper attracted 
little or no attention at the time; it was only be- 
cause Sir Samuel Wilks disinterred the paper and 
added a number of his own cases, designating the 
morbid condition by Hodgkin’s name, that it is re- 
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membered at all. As for Hodgkin himself, after pub- 
lishing an admirable but little noticed book on 
morbid anatomy, he abandoned the practice of medi- 
cine and devoted himself to reform and charitable 
works. He died of dysentery contracted in Jaffa, 
where he had gone on a relief mission. 

Quite another tale is that of James Marion Sims, 
who is remembered as much for his pioneering work 
as a gynecologic surgeon as for the speculum and 
“position” that bear his name. He discovered the 
latter quite by accident, however; Bailey and Bishop! 
report it this way: 


In 1845 James Marion Sims, a surgeon-practitioner of Ala- 
bama, was called to attend a woman who had fallen from 
a horse and suffered a displacement of the uterus. In making 
a digital examination by the vaginal route with the patient 
on her knees, suddenly the displacement rectified itself and 
the patient was relieved of her symptoms. When she turned 
on to her back Sims noticed a considerable expulsion of air 
from the vagina. He surmised that the knee-chest position, 
by favouring the entry of air into the vagina, aided the 
replacement of the uterus. Soon after this incident Sims 
devised his speculum (at first a bent spoon) to aid in the 
admittance of air. Subsequently he discovered that the left 
lateral position was as effective for vaginal examination as 
the knee-chest position. 


Sims still had more than half his life ahead of 
him at that point, and he used it to do many things. 
Among them were devising a successful operation 
for vesicovaginal fistula, long a troublesome and in- 
curable condition; developing a method for amputa- 
tion of the uterine cervix; and conducting an inquiry 
into the causes and treatment of vaginismus. He 
established the famous State Hospital for Women 
in New York, and gained a reputation as the world’s 
leading gynecologic surgeon. It is no surprise that 
his name survives in gynecology; it is only a proper 
outgrowth of his lifelong efforts and reputation. 

Hugh Owen Thomas spent his professional life in 
general practice in the slums of Liverpool, and his 
name fell into history somewhat by accident. He 
came from a family of bone-setters, whose secrets 
had been handed down from generation to genera- 
tion. He added regular medical training to these 
traditions, and did a good bit of independent think- 
ing as well. Instead of accepting the current prac- 
tice rules which decreed amputation for chronic 
diseases of the joints, and pathologic fractures, 
Thomas introduced the principle of complete rest 
as a mode of treatment. The area must be immobi- 
lized in such a way that normal circulation was un- 
impaired and the diseased area was not compressed, 
he said. With this in mind, he invented many types 
of splints which are still in use for all types of frac- 
tures, and a special wrench for reduction of frac- 
tures. All of these were made in his own workshops, 
where a blacksmith and a saddler were in full-time 
employment. 

Thomas’s reputation was only local until some 
time after his death in 1891. His nephew and pupil, 
Sir Robert Jones, made use of Thomas splints during 
the first World War, with such good result that the 
mortality rate of compound fracture of the femur 
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fell from 80 per cent in 1916 to 7.3 per cent in 1918, 
The younger man had the good grace to retain the 
name of his less-famous uncle; and now it is that 
name which appears in all the orthopedic texts and 
is heard in countless orthopedic clinics every day, 

The subject of lasting fame for physicians is fasci- 
nating, however much it seems to depend on irony 
and chance. The book by Bailey and Bishop,' plus 
a forthcoming companion volume, provides almost 
endless tales to hone the ambition. The lessons of 
this history are impossible to learn, however, be- 
cause the search for earthly immortality seems little 
more than a sardonic gamble. But life stories do tell 
one thing: More seems to come of diligent and crea- 
tive application to the day’s work than from dwell- 
ing on the capricious fate that decrees merely which 
names will live. 


1. Bailey, H., and Bishop, W. J.: Nctable names in medicine and 
surgery. Ed. 3. Charles C Thomas, Springfield, Ill., 1959. 


Communication 


among experts 


If a physician were to keep abreast of all that is 
published in scientific and medical journals, it is 
estimated that he would read, each day of the year, 
the equivalent of twenty-seven books. 

This is but one aspect of the “publication explo- 
sion” that threatens to deluge all health practi- 
tioners. It is to this, and a multiplicity of allied 
problems, that the National Health Forum will ad- 
dress itself when it meets in New York City March 
14 to 16. 

The annual Forum is sponsored by the National 
Health Council, and each year studies a particular 
aspect of national welfare. It is attended by rep- 
resentatives of the 71 agencies that make up the 
NHC, and by leaders in the field under study. In 
the last 3 years, Forum themes have been “Urban 
Sprawl,” “The Health of People Who Work,” and 
“The Positive Health of Older People.” This year 
the theme is “Better Communication for Better 
Health;” unlike other years, the Forum will be turn- 
ing its attention, in a large measure, upon its own 
methods and activities, as part of a complex, grow- 
ing partnership dedicated to the attainment of the 
fullest opportunity for healthful living for all. 

Communication, if one may emphasize the ob- 
vious, is the basis of all cooperative effort. It is the 
transfer of ideas from one person to another in a 
common interest. When a few individuals meet face 
to face, communication is as direct and as simple 
as human nature permits. But when individuals be- 
come groups, large groups become associations, and 
these in turn become councils involving many thou- 
sands of people, communication is neither direct 
nor simple. Yet it remains the first essential to effec- 
tive action. 

It is to this situation that the Forum is this year 
turning the attention of its participants, made up 


mainly of health practitioners, scientists, public re- 
lations specialists, representatives of the press and 
television, and executives of voluntary health agen- 
cies. In large general sessions and in simultaneous 
small discussion groups, workers in the cause of 
national health will examine their methods. In par- 
ticular they will study three channels of communi- 
cation: those between the health practitioner and 
the public; between the health practitioner and the 
scientist; and finally among health practitioners 
themselves. 

Among the problems up for discussion will be 
those of professional jargon; of committees that are 
too large, meet too often, and know too little of 
what they are supposed to do; of the lag between 
scientific discovery and clinical application; and of 
clogged lines of communication. Methods of the 
press, radio, television—the mass media—will also 
come up for scrutiny. 

In short, professionals will talk to themselves 
about themselves, and about how they keep in touch 
each with the other. They will not, however, be 
talking about communication as an end in itself. 
They will talk about it as a first and certainly the 
most essential step toward common achievement. 


Again the indispensable 
publication 


Once again the indispensable manual of osteopathic 
organization has made its annual appearance. Two 
days ahead of schedule, on Friday the thirteenth of 
January, the 1961 American OsTEoPpaTHIc AssoctA- 
TION YEARBOOK AND Directory OF OsTEOPATHIC 
Puysicians came from the bindery, and copies 
started on their way to the 11,000 members of the 
Association, and to members of governmental and 
selected publics. 

This is the fifty-third annual presentation of cre- 
dentials by the national osteopathic organization. 
As previous editions have done, this one lists both 
members and nonmembers of the Association, with 
their practice qualifications ard locations. It pre- 
sents official rosters, component and affiliated so- 
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cieties, officers of licensing bodies, and colleges and 
hospitals. Its foreword defines the place of the osteo- 
pathic school in the discipline of medicine, and its 
appendix publishes the Constitution, By-Laws, and 
Code of Ethics of the national body. 

Tue YEARBOOK AND Directory has changed in 
almost every physical aspect since its first issue. It 
is many times larger, more expertly designed and 
edited, more complete in its information. But the 
first of the annual Directories published in 1908, 
and the one published in January of this year have 
one thing in common. Each records growth and 
change, two essentials of progress. 


Report from 
a new administration 


This issue of THe JouRNAL carries its first document 
from the new Administration. It is the full report of 
the Task Force on Health and Social Security, made 
to President John F. Kennedy shortly before his 
inauguration. 

This report is from one of the twenty one task 
forces appointed by the President, shortly after his 
nomination, to review and recommend action on the 
most pressing of the problems facing the nation. 
Wilbur J. Cohen, now Assistant Secretary of Health, 
Education, and Welfare for legislative matters, was 
chairman of the Task Force on Health and Social 
Security. At the time of his appointment he was 
Professor of Public Welfare Administration of the 
University of Michigan, and had previously been 
associated with the Social Security Administration. 

Serving with Mr. Cohen were five men and one 
woman, distinguished for service in the fields of 
medicine, education, and administration. 

The studies and recommendation of this group, 
chosen by a President starting a new Administra- 
tion, command the study of every osteopathic physi- 
cian. Only by being conversant with its material, 
and with subsequent action on its recommendations, 
can the profession carry the force of an informed 
membership in the field of public welfare. 
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A Message from the President of the 
American Osteopathic Association 


> The first convention of the American Osteo- 
pathic Association to be held in midwinter is 
now history. Among the doctors who gathered 
in Miami Beach the week of January 23, opin- 
ions of the changes in convention time and form 
were vocal and varied. 

Some members found the departures from 
tradition altogether acceptable; others found 
little to praise. Some welcomed the informality 
of the resort atmosphere; others missed the cere- 
monial of the President’s Banquet and Ball. 
Some liked getting away from practice in the 
season of dullness; others felt they should not 
be away from their patients when illness reaches 
its annual zenith. 

So went the balancing of judgments, all well 
weighed by the A.O.A. Bureau of Conventions, 
which functions to give the Association the kind 
of convention it wants, when and where it 
wants it. 

However, whether the convention is held in 
January or July, with or without pomp and cir- 
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cumstance, its fundamental purpose remains un- 
changed. Like all professional conventions it has 
this primary aim: to teach. In this, the 1961 
convention did not fall short. Its didactic and 
general sessions offered a solid fare, based on 
the convention’s theme, “Physical Fitness.” In 
its general sessions particularly, stress was laid 
upon the responsibility of the doctor as a citizen. 
He must work to provide a healthful environ- 
ment for all citizens. He cannot in rectitude limit 
his concern to people who come to his office. 

This is the substance also of two other meet- 
ings in which representatives of the profession 
are participants. In Washington in early January, 
the Department of Health, Education, and Wel- 
fare conducted the first White House Conference 
on Aging. Next month the 1961 National Health 
Council Forum will be held in New York City. 

For all physicians the avenues of service are 
well marked out. 
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Profession participates in 


White House Conference on Aging 


> The White House Conference on 
Aging was held in Washington, 
D. C., January 9 to 12. It was offi- 
cially attended by ten osteopathic 
physicians, three as representatives 
of the American Osteopathic Asso- 
ciation, six as state delegates, and 
one as a member of the Confer- 
ence’s 146-man Advisory Commit- 
tee. 


Social Security and health costs 


As the press has widely reported, 
speeches by former HEW Secre- 
tary Marion B. Folsom and Arthur 
Larson, former Under Secretary of 
Labor, turned the tide in the In- 
come Maintenance Section in favor 
of Social Security financing of 
health costs. A supporting recom- 
mendation by the Section on Fed- 
eral Organizations and Programs, 
and a contrary recommendation by 
the Section on Health and Medical 


Representatives of the profession at Washington Conference—Left to right, seated, Drs 
Roy G. Harvey, Midland, Michigan, President of the A.O.A.; J. B. Rapp, Glen Riddle, Pennsylvania; O. L. Brooker, Livonia, Michigan; 
Joseph A. Walker, Royal Oak, Michigan; and Vincent P. Carroll, Laguna Beach, California. Standina, Drs. L. Raymond Hall, Kansas 
City, Missouri; Alexander Levitt, Brooklyn; and Charles L. Naylor, Ravenna, Ohio, A.O.A. President-Elect. Drs. Harvey, Naylor, and 
Levitt represented the A.O.A., Dr. Carroll the Conference's Advisory Committee, and the remaining members their respective states, 
Dr. Phil R. Russel, Fort Worth, not pictured, represented his state of Texas. 


Care were ruled out of order on 
jurisdictional grounds. A poli 
statement by the Health and Medi. 
cal Care Section which stated that 
“Compulsory health care inevitably 
results in poor quality health care,” 
was allowed to stand. 

Other recommendations of the 
Section on Health and Medical 
Care were that a voluntary accred- 
itation program for institutional 
facilities, such as the Commission 
on Accreditation of Hospitals be 
established; that existing federal- 
state matching programs will pro- 
vide effective, economic, dignified, 
medical care for the elderly who 
need help; that a physician’s serv- 
ices are essential to care at home 
and that he should be the coordi- 
nator of services provided to the 
individual; that both the aging 
group and the health professions 
must be cognizant of the impor- 
tance of the value of periodic 
health appraisals. 


Rehabilitation facilities « The 


. Nicholas V. Oddo, Long Beach, California; 
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Section on Rehabilitation recom- 
mended enactment of federal 
grant-in-aid legislation to help com- 
munities establish rehabilitation 
facilities and workshops to meet 
acceptable standards for providing 
diagnostic and therapeutic services; 
that well structured units be estab- 
lished or expanded in schools of 
medicine, dentistry, nursing, and 
other related disciplines both on 
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the graduate and undergraduate 
levels; that rehabilitation services 
could well be a condition of accred- 
itation for hospitals, particularly 
those with approved intern training 
programs; that volunteer and other 
health insurance plans should pro- 
vide inpatient as well as outpatient 
coverage for rehabilitation services 
in hospitals and in rehabilitation 
centers; that consideration be given 


to the establishment of a National 
Institute of Rehabilitation. 


Research in Gerontology e The 
Section on Research in Gerontol- 
ogy recommended early establish- 
ment of a National Institute of 
Gerontology; full federal support 
without matching funds for con- 
struction, in universities, medical 
schools and other appropriate in- 
stitutions, of laboratories and spe- 
cial animal facilities (with long 
term support) for research pro- 
grams in aging; and federal support 
for establishing graduate scholar- 
ships in aging research, and assist- 
ing universities and medical schools 
to establish academic chairs in 
gerontology. 


Forum attendants meet informally between 
sessions—At left: Dr. Hall, Dr. Harvey, and 
Dr. Carroll. Below, Dr. Oddo, standing, Dr. 
Walker, center, and President-Elect Naylor. 
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“American Doctor” shown in 


Chicago and Miami Beach 


> The profession's first viewing of 
“American Doctor,” the just-released 
film on osteopathy, was a highlight 
of the convention in Miami Beach. 
There, and at the film’s Chicago 
premiere on January 11, the story 
of Andrew Taylor Still and the 
development of osteopathy was re- 
ceived with enthusiasm. 
Attendants at both showings 
commended “American Doctor” for 
its technical excellence, its acting, 
and its sequences on today’s educa- 
tional procedures. It is in full and 
rich color, with a cast of seasoned 
actors. The story moves smoothly 
from the prairie boyhood of Still 
to his years of preceptor training 
under his father, his army service, 
early medical practice, and his es- 
tablishment of the first college of 
osteopathy in Kirksville, Missouri. 
Norman Reilly Raine, creator of 
Tugboat Annie and author of the 
screenplays, “The Life of Emile 
Zola” and “Elizabeth and Essex,” 
was author of the script for “Amer- 
ican Doctor.” The role of Andrew 
Taylor Still is played by Donald 


At the Chicago premiere—Above, Dr. R. N. 
MacBain, left, president of the Chicago 
College of Osteopathy, and Dr. Catherine 


L. Gallivan, Chicago. Dr. Gallivan who 
graduated from the college in Des Moines 
in !902, knew and studied under Dr. Still. 
Righ!, Milton McKay, Kenneth L. Ettenson, 
ond Lr. Harry A. Lichty, members of Cen- 
tral Ofii-e staff, Chicago. 
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Woods, of the cast of the U. S. Steel 
Hour, “Wagon Train,” and “Watch 
on the Rhine.” It was produced by 
Ronald Reed Productions of Holly- 
wood and directed by Arthur Pier- 
son. 

Dr. True B. Eveleth, A.O.A. Ex- 
ecutive Director, and Robert A. 
Klobnak, who heads the A.O.A. 
Division of Public and Professional 
Service, acted as technical advisers. 
Drs. Ira C. Rumney, Ann Arbor, 
Michigan, chairman, Galen S. 
Young, Chester, Pennsylvania, and 
Wallace M. Pearson, Kirksville, Mis- 
souri, as the Association’s Film Con- 
trol Committee, acted at all times 
in an advisory and approval capac- 


ity. 


Filmed in three states e The pic- 
ture was filmed in Hollywood and 


the San Fernando Valley, in Cajj. 
fornia, the Kirksville College of 
Osteopathy and Surgery in Mis. 
souri, and the Detroit Osteopathic 
Hospital in Michigan. Its presenta. 
tion of osteopathic education jp 
action includes such sequences ag 
basic science and clinical training 
procedures, hospital ward walks, 
administration of radiation therapy, 
surgical procedures, and patient 
care. 

The film is now being scheduled 
for public service television pro- 
gramming at general educational 
meetings, and in schools, libraries, 
and service clubs. Mr. Klobnak an- 
ticipates more than 200 public sery- 
ice telecasts in the coming year, 
and estimates that they will reach 
more than 6,000,000 viewers. 


Prints available e« Forty 16 mm 
prints in both color and black and 
white are available for use by the 
profession and its affiliates on a 
loan basis. Members are urged, 
however, to purchase prints to 
broaden the base of A.O.A. distri- 
bution. The cost of color prints is 
$91.00, and of black and white, 
$45.50. All prints are available 


. through the Order Department, 


American Osteopathic Association, 
212 East Ohio Street, Chicago 11. 


D 


DEPARTMENT OF 


Bureau of Public and Industrial Health 


Committee on Health Care 
for Aging meets in Chicago 


> The first meeting of the A.O.A. 
Committee on Health Care for the 
Aging was called by its chairman, 
Dr. Vernon H. Casner, Kirksville, 
Missouri, on Saturday, January 7. 
The meeting was held in Central 
Office, Chicago, with committee- 
men William B. Strong, Des 
Moines, Iowa, and A. R. Fuller, 
Fremont, Ohio, in attendance. Dr. 
Richard S. Koch, Olympia, Wash- 
ington, the fourth member of the 
group, was unable to attend. 
Present as consultants were 
A.O.A. President-Elect Charles L. 
Naylor, Ravenna, Ohio; Milton Mc- 
Kay, Chicago, A.O.A. general coun- 
sel; and Mortimer T. Enright, Chi- 
cago, administrative assistant to 
Executive Director True B. Eveleth. 


Purpose of meeting e The pur- 
pose of the meeting was to work 
out lines of action in keeping with 
the policies on health care of the 
aging defined by the 1960 House 
of Delegates. 

“The field of health care of the 
aging is so vast,” said Dr. Casner, 
“and overlaps so many other areas 
of activity, that it is imperative 
that this committee be clear in its 
aims. Otherwise, it will be dupli- 
cating the work of other commit- 
tees of the Association, and will 
dissipate its own efforts. We are 


Reprints of “Focus on 
Osteopathic Education” 
are again available from 
A.O.A. Order Department 
212 East Ohio Street 
Chicago 
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PUBLIC AFFAIRS 


startled by the magnitude of the 
task given us.” 


Eight points of action e The day 
of study and discussion produced 
eight points upon which function 
and objective will be based. In its 
work for the health care of the 
aging, the newly named A.O.A. 
Committee will: 

1. Participate in all other plans 
of the Association in this area. 

2. Place emphasis on medical, 
mental, and rehabilitation prob- 
lems. 

3. Study the development of ade- 
quate facilities for care, including 
nursing homes and hospital beds. 

4, Consider new health proposals 
or plans. 

5. Encourage and broaden re- 
search. 

6. Stimulate public and profes- 
sional education concerning this 
segment of the population. 

7. Encourage, employ, and in- 


COUNCIL ON DEVELOPMENT 


Council holds January 
meeting in Central Office 


> The Council on Development 
of the American Osteopathic As- 
sociation met in Central Office, 
Chicago, on Sunday, January 8. 
Council chairman William B. Strong 
presided, and Dr. True B. Eveleth 
reported as Council secretary. 
These committee chairmen also 
reported on particular areas of 
Council activity: Dr. Charles L. 
Naylor, on the committees on Divi- 
sional Societies and on the Doctor 
and His Patients; Dr. Richard N. 
MacBain, Education; Dr. Charles 


Reports to Council—Dr. Vernon H. Casner, 
chairman of the Committee on Health Care 
for the Aging, discusses aims of new groups. 


vestigate preventive medicine. 

8. Cooperate with all other re- 
sponsible health agencies interested 
in this problem. 

On Sunday, the day following 
the meeting, Dr. Casner attended 
the meeting of the Council on De- 
velopment, to report on action 
taken by his committee, and to dis- 
cuss its place in A.O.A. develop- 
ment. 


W. Sauter, II, Osteopathic Institu- 
tions; and Dr. J. Scott Heathering- 
ton, Foundations. Dr. Eveleth also 
reported for the committees on 
Health Agencies and on Firms and 
Corporations. 

In attendance as consultants were 
Mrs. Campbell A. Ward, president 
of the Auxiliary to the American 
Osteopathic Association, Dr. Ver- 
non H. Casner, chairman of the 
Committee on Health Care for the 
Aging (story above), and these 
members of Central Office staff: 
Robert A. Klobnak, Mortimer T. 
Enright, Robert Bennett, and Luise 
Van Hook, meeting secretary. 
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COUNCIL ON FEDERAL 


Task Force on Health and 
Social Security reports 


> Following his nomination, Presi- 
dent John F. Kennedy appointed a 
Task Force on Health and Social 
Security. Its purpose was to review 
from among the most pressing and 
significant health and welfare pro- 
posals those which should have 
priority in the initial phase of the 
new Administration. 

Appointed as chairman of the 
task force was Professor Wilbur J. 
Cohen, then professor of Public 
Welfare Administration of the Uni- 
versity of Michigan, and later, on 
January 15, named as Assistant 
Secretary of Health, Education, and 
Welfare for legislative matters. 
Prior to joining the University of 
Michigan faculty, Professor Cohen 
was for a number of years associ- 
ated with the Social Security Ad- 
ministration. 

Other members of the task force 
are Dean A. Clark, M.D., general 
director, Massachusetts General 
Hospital, Boston; James Dixon, 
M.D., president, Antioch College, 
Yellow Springs, Ohio; Herman M. 
Somers, Ph.D., chairman and pro- 
fessor of the Department of Poli- 
tical Science, Haverford College, 
Haverford, Pennsylvania; Robert E. 
Cooke, M.D., professor of pedi- 
atrics, Johns Hopkins University, 
Baltimore; Joshua Lederberg, 
Ph.D., professor of genetics, School 
of Medicine, Stanford University, 
Palo Alto, California; and Eliza- 
beth Wickenden, acting director, 
Project of Public Services for 
Families and Children, New York 
School of Social Work, Columbia 
University, New York City. 

The recommendations of the task 
force consist of the following pro- 
posals: 

A. Medical and health programs 
1. Medical care for the aged and 
other social security beneficiaries 
2. Medical education and medical 
manpower 

3. Medical research 

4. Medical care facilities 


HEALTH 


PROGRAMS 


5. Establishment of a National Aca- 
demy of Health 

6. Creation of a National Institute 
of Child Health 

B. Services for families, children, 
and older persons 

7. Assistance to children of an un- 
employed parent 


Address communications to the 
Council on 
Federal Health Programs 
1757 K Street, N.W. 
Washington, D.C. 


8. Preparation of a family and child 
welfare services plan 

9. Strengthening and streamlining 
administrative organization 

10. (not for release) 

11. (not for release) 

12. (not for release) 

The task force has had available 
to it the public recommendations of 
various groups, and a substantial 
body of data, including the infor- 
mation and conclusions in the fol- 
lowing official reports which have 
been of inestimable value to it in 
making its recommendations: 

1. Federal Support of Medical 
Research: Report of the Committee 
of Consultants on Medical Re- 
search to the Senate Committee on 
Appropriations (The Jones Report), 
1960. 


2. Physicians for a Growing 
America: Report of the Surgeon 
General's Consultant Group on 
Medical Education (The Bayne Re- 
port), 1959 

3. The Advancement of Medical 
Research and Education Through 
the Department of Health, Educa- 
tion, and Welfare (The Bayne-Jones 
Report), 1958. 

4. Hospitalization Insurance for 
OASDI Beneficiaries: Report Sub- 
mitted to the Committee on Ways 
and Means by the Secretary of 
Health, Education, and Welfare 
(The Flemming Report), 1959. 

5. Report of the Advisory Council 


on Public Assistance (The Mitchel] 
Report), 1960. 

6. Report of the Advisory Coun- 
cil on Child Welfare Services (The 
Kidneigh Report), 1959. 

7. The Condition of American 
Nursing Homes; A Study by the 
Subcommittee on Problems of the 
Aged and Aging of the Senate Com. 
mittee on Labor and Public Wel- 
fare (The McNamara Committee), 
1960. 

8. Report of the Special Com- 
mittee on Unemployment Problems, 
86th Congress, 2nd Session, Re- 
port No. 1206 (The Eugene Mc- 
Carthy Committee), 1960. 

The task force urges the favor- 
able consideration of the proposals 
discussed in this report. 

The full report, “Health and 
Social Security for the American 
People,” submitted on January 10, 
follows here: 

An adequate standard of health 
and welfare for all of the American 
people requires the leadership and 
support of the federal government. 

The American people have rec- 
ognized and accepted the responsi- 
bility of the federal government to 
help improve health and welfare 


- services. This principle requires ef- 


fective implementation in 1961. 

The task force has confined it- 
self to the most immediate neces- 
sities for federal action and does 
not present its recommendations 
as a complete program for health 
and welfare. We have been deeply 
conscious of the need for selectivity 
in the light of the cost of such 
proposals in relation to the other 
imperative and immediate fiscal 
and administrative demands upon 
the federal government. We have 
also been concerned about the most 
effective and practical methods of 
meeting these costs and are pro- 
posing fiscally sound methods to 
achieve the desired objectives. Our 
proposals place a major reliance on 
the self-financing methods of con- 
tributory social insurance and re- 
payable loans supplemented only 
where clearly necessary by funds 
from the general revenues. 


A. MEDICAL AND HEALTH PRO- 
GRAMS 


The United States can be proud 
of its remarkable and continually 


improving health and medical care 
personnel, facilities and programs. 
Yet, in our country there are still 
significant medical care needs 
which can and should be met and 
which can only be met if the fed- 
eral government takes a more 
vigorous role in the financing, or- 
ganization, and stimulation of 
health and medical care. 


1. Medical care for the aged and 
other social security benefici- 
aries 

The only sound and practical 
way of meeting the health needs of 
most older people is through the 
contributory social secruity system. 

This system permits people to con- 

tribute during their working years 

to the relatively heavy costs of 
medical care in their later years. 

Full freedom in the choice of quali- 

fied physicians and medical facili- 

ties would be assured. The proposal 
uses the tried and tested insurance 
method of payment for hospital and 
medical care with which millions of 
Americans of working age are fa- 
miliar through Blue Cross and other 
private insurance. The same gen- 
eral considerations apply to wid- 
ows, surviving children, and per- 
manently disabled persons who are 
receiving social security payments. 


Scope of medical care benefits— 
Hospital and related institutional 
costs place such an impossibly 
heavy financial burden on these 
groups of people that these costs 
should receive the major emphasis 
in any program. Moreover, the hos- 
pital is increasingly becoming the 
center of health activities in the 
community—as it should be. But at 
the same time the plan should in- 
clude incentives to use appropriate 
alternative personnel and facilities 
of a less costly and non-institutional 
character. 

The essential benefits in any such 
program at this time should in- 
clude: 

(1) inpatient hospital service, 

(2) outpatient hospital diagnos- 

tic services, 

(3) skilled nursing home serv- 

ices, 

(4) home health services, such 

as visiting nurse services. 

The inpatient and outpatient hos- 
pital services would be effective ap- 
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proximately 1 year after enactment 
of the legislation. To give time to 
make necessary arrangements, 
skilled nursing services and home 
health services would be available 
2 years after enactment. By includ- 
ing in the legislation provisions 
which would give an individual 
two units of skilled nursing home 
service for 1 day of hospital service 
and adequate home health services 
three would be an incentive to use 
these out-of-hospital services. 

There are those who contend 
that there are not sufficient person- 
nel and facilities to make it feasible 
to put this program into effect at 
this time. Certainly, incentives 
should be created for the establish- 
ment of additional personnel and 
facilities as recommended subse- 
quently in this report. But this 
should not be a reason for delay in 
instituting an insurance program. 
One of the most important ways in 
which personnel and facilities are 
stimulated and more equitably dis- 
tributed is by providing a mecha- 
nism for paying for such services. 
Assurance of continued financial 
support for service is one of the key 
elements in the development of 
personnel and facilities. 


Administration of medical care pro- 
gram—tThe legislation would clear- 
ly provide that: 

(1) In no way will any of its 
provisions socialize medical care; 

(2) Free choice of physician, 
hospital, and nursing home are as- 
sured to every individual by law; 

(3) There would be no super- 
vision or control over the practice 
of medicine; 

(4) Providers of service would 
be paid on the basis of reasonable 
cost as may be mutually agreed to 
by the provider of service and the 
Secretary of Health, Education, and 
Welfare and any agreement could 
be terminated upon notice by either 


(5) Providers of service could 
designate an agent to negotiate ar- 
rangements with the federal gov- 
ernment; 

(6) A national advisory council 
would be established including out- 
standing persons in the hospital and 
health fields. The council would be 
consulted in the development of 
policy and regulations in the ad- 


ministration of the program; 

(7) General definitions for par- 
ticipating hospitals, skilled nursing 
homes, and agencies providing 
home health services would be in- 
dicated in the statute. The Secre- 
tary should be authorized to use 
appropriate state agencies in deter- 
mining whether a particular hospi- 
tal, skilled nursing home or home 
health agency meets the definition 
for participation. 


Financing of the medical care pro- 
gram—The cost of the medical care 
benefits should be fully financed by 
contributions to the insurance sys- 
tem. The costs of various alterna- 
tives are shown in Table 1. (See 
next page.) 

A plan which involved initial 
contributions of about 0.5 per cent 
of taxable payrolls (one-quarter 
per cent each on employers and em- 
ployees) during the first 5 to 10 
years and then stepped up contri- 
butions to about 0.8 per cent (0.14 
per cent on each party) would per- 
mit the development of a reason- 
ably adequate benefit program con- 
sistent with a consideration of the 
financial effect of the new contri- 
butions on the contributors and 
the economy. 

The contributory insurance sys- 
tem should be authorized to pro- 
vide funds for: 

(1) Community demonstration 
projects relating to the develop- 
ment of personnel and facilities to 
meet the health needs of individuals 
under the program; 

(2) Community projects on the 
means to increase the adequacy of 
personnel and facilities; 

(3) Consultative services to the 
states looking toward methods for 
helping develop adequate facilities 
within each state, and bringing 
their services and their facilities up 
to needed levels of performance. 

The Secretary should make rec- 
ommendations to the President and 
the Congress to encourage the de- 
velopment of economical and ap- 
propriate forms of health care 
which are a constructive alternative 
to hospitalization. 

Coverage of aged not insured under 
social security—Many of the non- 
insured aged are already protected 
under other existing programs. 
Thus, under recently enacted pro- 
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visions of law, federal civil service 
annuitants will soon have medical 
care protection. Veterans who are 
eligible for veterans’ pension or 
compensation are entitled to hos- 
pitalization. Accompanying legisla- 
tion can be enacted by Congress so 
that railroad retirement annuitants 
will have benefits no less favor- 
able than social security beneficiar- 
ies. The small remaining group can 


of the incoming Secretary of 
Health, Education, and Welfare. 


2. Medical education and medi- 


cal manpower 


In order to achieve the Adminis- 
tration’s objective with respect to 
medical care for the aged as well 
as the health of the population as 
a whole, it is essential that the 


institutions an incentive to expand 
the training of personnel. 

This part of the program would 
involve federal expenditures of ap- 
proximately $10 to $20 million in 
the first year. 

2. Federal aid for the construc- 
tion of new educational facilities 
and renovation and expansion of 
existing facilities for the purpose 
of increasing the numbers of per- 


TABLE 1—ESTIMATES OF EARLY YEAR! AND LEVEL PREMIUM COST? 
FOR THE ANDERSON-KENNEDY AMENDMENT OF 1960 


AND VARIOUS SUGGESTED MODIFICATIONS 


(as a Per cent of Taxable Payrolls) 


Specifications of 


Early Year Costs 
with taxable earnings 


Level Premium Costs 
with taxable earnings 


Medical Insurance base of— base of-— 
Plan $4800 $7200 $4800 $7200 
A. Anderson-Kennedy Amendment’® 0.39 0.34 0.58 0.53 
B. Anderson-Kennedy Amendment with elimination of $75 deductible 0.47 0.41 0.72 0.65 
C. Anderson-Kennedy Amendment in (A) plus eligibility at age 65/62 0.53 0.46 0.73 0.66 
D. Anderson-Kennedy Amendment in (A) plus eligibility at 0.64 0.56 0.91 0.83 
age 65/62 and elimination of $75 deductible 
E. Anderson-Kennedy Amendment in (C) plus survivors 0.57 0.50 0.77 0.70 
and disabled beneficiaries 
F. Anderson-Kennedy Amendment in (D) plus survivors 0.69 0.61 0.96 0.88 


and disabled beneficiaries 


Source: Chief Actuary, Social Security Administration, January 5, 1961. The estimates differ slightly from those in mid-1960 due in part to the 

1960 changes in the OASDI program and some revisions in the assumptions. : 
1. Early year costs are defined as the costs for the year 1962 assuming all teatures of the program are fully operative for the entire year. 
2. Level premium cost is the average cost for the longrun. 
3. As offered in the Senate, August 1960. The amendment included insured persons age 68 and over. 


be taken care of by the states under 
the new program of medical assist- 
ance to the aged. Enactment of the 
medical insurance plan will relieve 
the states of a substantial long-run 
cost involving probably more than 
$300 million annually. If experience 
demonstrates that the existing fi- 
nancial or other plan provisions of 
the federal medical assistance legis- 
lation are not adequate to meet 
this residual need, then further fed- 
eral legislation can and should be 
enacted as the need is demon- 
strated. 

The benefit, financing, adminis- 
trative and other implications and 
alternatives in this program have 
been discussed with the Commis- 
sioner of Social Security. The de- 
tails of a sound and workable plan 
consistent with the above program 
are in the process of completion 
by the commissioner for the con- 
sideration and appropriate action 
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federal government take prompt 
action to increase the supply of 
medical and other health personnel 
including physicians, dentists, 
nurses, public health personnel, and 
social workers. It is a matter of 
national concern that according to 
the Bane report to the surgeon 
general 40 per cent of all medical 
students come from the 8 per cent 
of the families with the highest 
incomes. 

A program for medical education 
and medical manpower should con- 
sist of the following interdependent 
components which are listed in the 
order of urgency: 

1, Federal support for mainte- 
nance and expansion of educational 
activities in the health field con- 
sisting of: 

a. A program for the basic sup- 
port of operating costs to maintain 
these institutions. 

b. A program which would give 


sons being trained in these fields. 
This would consist of: 

a. Planning grants to institutions 
to achieve these objectives ($400,- 
000). 

b. Alteration of existing facilities 
for expansion ($25,000,000 for first 
year). 

c. New construction of facilities 
including expansion of existing 
schools and establishment of new 
ones. Within this category, with 
regard to physician training, pri- 
ority should be given to expansion 
of existing schools and the estab- 
lishment of new two-year schools. 
(The federal commitment would be 
about $25,000,000 for the first year, 
but actual expenditures would be 
substantially less. ) 

3. Federal grants to institutions 
for scholarships and fellowships for 
students. This would involve fed- 
eral expenditures of about $10 to 
$20 million for the first year. These 


educational grants should be avail- 
able to students so they could at- 
tend a medical school without re- 
gard to residence or other arbitrary 
restrictions not related to the ability 
of the applicant. 

The program recommended by 
the task force would involve fed- 
eral funds of about $70 to $90 mil- 
lion in the first year. The cost will 
increase to about $270 million by 
the fourth year and is likely to re- 
main at approximately that level. 
This is only about one-half of the 
existing research grant program of 
the National Institutes of Health. 
The expenditure of these sums is 
essential for national growth and 
effective performance. 


3. Medical research 


The needs for medical research 
and research education have been 
admirably documented in the re- 
port to the Senate Committee on 
Appropriations of the Committee of 
Consultants on Medical Research 
under the chairmanship of Bois- 
feuillet Jones. The principles and 
recommendations in the Jones re- 
port would well serve as a longer- 
run guide to policy and appropria- 
tions in this field. 

Federal support of the direct 
costs of medical research should 
be continued at approximately its 
present level for the next fiscal 
year. However, the educational and 
research activities of institutions 
receiving grants from the National 
Institutes of Health are handi- 
capped at the present time by the 
limitation in the appropriation act 
on indirect costs. This limitation 
now at 15 per cent of the direct 
cost does not cover the actual in- 
direct expenses. This acts as a de- 
terrent to new research and re- 
duces the available institutional 
funds for educational purposes. The 
federal government, as it does in 
other grants for research, should 
realistically meet the total costs of 
the research for which it makes 
grants through the National In- 
stitutes of Health. The first year 
cost would be about $20 million 
additional if this policy were ap- 
plied to initial and renewed re- 
search grants only. The longer-run 
cost of this policy would be about 
$50 million annually. 
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4. Medical care facilities 


The proposed medical care for 
the aged program will require ad- 
ditional facilities to be constructed 
over a period of time. The Hill- 
Burton hospital construction pro- 
gram has resulted in a significant 
increase in hospital beds, especially 
in small communities. There still 
remains, however, a_ substantial 
need for the construction and ren- 
ovation of kinds of facilities re- 
quired for the care of the older age 
group, especially in urban areas. 

The first emphasis should be 
given to the following components 
in a program for facilities expan- 
sion: 

a. An increase in existing federal 
grants under the Hill-Burton Act for 
facilities for long-term care includ- 
ing public and non-profit skilled 
nursing home and other chronic 
disease facilities ($10 million annual 
increase ). 

b. Long-term low-interest fed- 
eral loans for construction, renova- 
tion and expansion of non-profit 
hospitals and nursing homes ac- 
cording to approved state plans 
($100 million annually). A com- 
bination of loans and grants should 
be permitted. 

c. Long-term, low-interest federal 
loans for constructior, renovation 
or expansion of facilities for medi- 
cal group practice and group prac- 
tice agencies or organization (di- 
rect to the groups or agencies con- 
cerned, without the intervention of 
states). (Five million dollars an- 
nually. ) 

An exploration should be made 
of possible ways in which existing 
legislation relating to loans to pro- 
prietary, skilled nursing homes 
under the Small Business Adminis- 
tration could be amended to in- 
crease the proportion of cost guar- 
anteed up to 95 per cent provided 
the homes met the standards of 
construction and continued opera- 
tion prescribed by the U.S. Public 
Health Service as a part of a state 
plan. 

The secretary and the surgeon 
general should take the leadership 
and initiative within existing legis- 
lation to encourage the develop- 
ment of outpatient diagnostic and 
treatment programs. Expansion of 
services in this setting will be of 


great importance to the successful 
operation of the medical care pro- 
gram for the aged. 


5. Establishment of a National 
Academy of Health 


The President should take the 
necessary steps to arrange for the 
establishment of a National Acade- 
my of Health comparable to the 
National Academy of Sciences. The 
purpose of such a non-govern- 
mental, independent academy 
would be two-fold: 

a. To recognize and honor the 
significant achievements of leaders 
in health research, teaching, care 
and administration, and 

b. To insure a continuing body of 
recognized integrity, responsibility 
of purpose, and breadth of compe- 
tence for advice to the government 
and the public on questions affect- 
ing health. 


6. Creation of a National Insti- 
tute of Child Health 


As an important new step in a 
broader program for the improve- 
ment in family and child health and 
welfare services, the surgeon gen- 
eral, with the approval of the Secre- 
tary, should, by administrative ac- 
tion, establish a National Institute 
of Child Health within the National 
Institutes of Health. Such action 
would recognize the administra- 
tion’s concern not only with the 
welfare of the aged, but also with 
its children and youth. 

The establishment of the Na- 
tional Institute of Child Health 
would not require additional fed- 
eral expenditures for research for 
the fiscal year 1962. An allocation 
from existing funds should be made 
for an initial administrative budget 
of the National Institutes of Health. 

The high incidence of mental 
disease, the terrifying problems of 
juvenile deliquency, the burden on 
family and community resources 
for the care of the mentally re- 
tarded, all attest to the need for a 
concentrated attack on problems of 
the development of the child. Re- 
search into the physical, intellectual 
and emotional growth of the child 
is at present severely handicapped 
by the absence of a central focus 
for research that exists in other 
fields, such as heart disease and can- 
cer. Within this institute will be 


ig 

} 

} 

4 

{ 

{ 

} 

4 

505 


concentrated research workers in 
the fields of genetics, obstetrics, 
psychology, and pediatrics, as well 
as basic scientists who will channel 
their efforts into the study of the 
normal processes of human matura- 
tion from conception through ado- 
lescence. 

Such a research program will 
have a profound impact on the 
medical care and practice in this 
nation by emphasizing the care of 
the whole individual rather than 
the fragmentation of the patient 
into particular diseases. The re- 
search grants from this institute will 
stimulate programs necessary to 
ascertain those genetic and environ- 
mental factors that lead to the de- 
velopment of a physically and 
mentally healthy adult. Such an 
institute should help bring to each 
child of this nation—normal, gifted, 
or retarded—complete fulfillment 
of his true potential. 


B. SERVICES TO FAMILIES, CHIL- 
DREN, AND OLDER PERSONS 


A nation’s strength lies in the 
well-being of its people: families, 
children, and older persons. Wel- 
fare services support this well-being 
in times of stress and constitute, 
therefore, an essential part of any 
effective social security program. It 
seems appropriate after 25 years 
that the welfare grant-in-aid pro- 
visions of the Social Security Act, 
especially those involving families 
and children, be re-examined to de- 
termine how they can be made 
more adequate to meet current 
social and economic needs. The 
following specific recommendations 
in this section are made with this 
objective in mind. 


7. Assistance to children of an 
unemployed parent 


In order to meet the growing 
emergency needs of families af- 
fected by unemployment, a tempo- 


rary provision (until June 30, 1962) 
should be added to Title IV of the 
Social Security Act which would 
authorize the inclusion of children 
in need because of the unemploy- 
ment of a parent among those eligi- 
ble for Aid to Dependent Children. 
The provision would be temporary 
pending the development of the 
plan proposed in recommendations 
8 and 12. 


8. Preparation of a family and 
child welfare services plan 


The Secretary of Health, Educa- 
tion, and Welfare should be re- 
quested to develop for submission 
to the President and the Congress, 
prior to the expiration of the tem- 
porary amendment to aid to de- 
pendent children, a Family and 
Child Welfare Services plan which 
would bring together in one pro- 
gram the resources of federal aid 
to the states under the Social Se- 
curity Act for assistance and social 
services to needy families and chil- 
dren and community social services 
in such areas as juvenile delin- 
quency prevention, services to the 
aging, and other related programs 
designed to strengthen community 
life. This would not affect Titles 
I and X of the Social Security Act 
relating to the aged and the blind, 
respectively. 


9. Strengthening and streamlin- 
ing administrative organiza- 
tion 

The strengthening of services to 
families, children, and older persons 
also could be advanced through ad- 

ministrative action looking to a 

more effective organization within 

the Department of Health, Educa- 
tion, and Welfare. The following 
suggestions should be explored. 


a. Elevation of the Children’s Bu- 
reau from its present location with- 
in the Social Security Administra- 
tion to the Secretary’s office to serve 


its original purpose as a staff agency 
concerned with all the problems of 
child life and the promotion of new 
programs to meet them rather than 
with program operation. 


b. Designation of the Special Staff 
on Aging as an Office of Aging to 
advise and assist the Secretary in 
a similar role with respect to the 
problems of older persons. This 
office would not carry any admin- 
istrative functions. 


c. Creation of an Institute of Family 
and Child Welfare Research associ- 
ated with the Social Security Ad- 
ministration to combine the present 
research and demonstration func- 
tions enacted in 1956 and now 
vested in the Social Security Ad- 
ministration, including those of the 
Children’s Bureau in the child wel- 
fare field. 


d. Transfer of the administration of 
the Maternal and Child Health and 
Crippled Children grant programs 
to the Public Health Service. 


e. Transfer of the administration 
of the Child Welfare Services pro- 
gram to the Social Security commis- 
sioner pending the development of 


- the combined Family and Child 


Welfare Services plan recommend- 
ed in the task force report. 

This plan would combine the ad- 
vantages of assuring spokesmen for 
the needs of children and older 
persons at the top level of policy 
decision in the Department of 
Health, Education, and Welfare 
with those implicit in a compre- 
hensive approach research, 
health, and welfare services at the 
operational level. (See also related 
recommendations 6 and 12.) 

It appears that no new legislation 
would be required to carry out 
these administrative suggestions 
since all program responsibilities 
are now vested in the Secretary of 
Health, Education, and Welfare, 
and he is empowered to carry them 
out as he sees fit. 
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ZEPHIRAN® SPRAY 
AND TOWELETTES 


Chemistry e Zephiran chloride is 
a brand of refined benzalkonium 
chloride, now available in two new 
forms designed to facilitate disin- 
fection under certain special cir- 
cumstances. 


Pharmacodynamics e Zephiran is 
a rapidly acting germicide which 
has been widely used for some time 
and is generally considered to pro- 
vide thorough and safe antisepsis. 
The new Zephiran Spray is a tinc- 
ture, 1:750, in aerosol form, con- 
taining a washable coloring agent 
that outlines the area of applica- 
tion. The new Zephiran Towel- 
ettes are disposable antiseptic skin 
cleansers in the form of soft paper 
towels, impregnated and moistened 
with Zephiran chloride, perfume, 
chlorothymol, and alcohol. In addi- 
tion to cleansing the skin, the 
Towelette acts as a disinfectant. 


Indications e Zephiran Spray is a 


convenient agent for the first-aid 
care of minor wounds, cuts, abra- 
sions, and bruises of the skin; it is 
also useful in surgical and gyneco- 
logic practice, providing thorough 
application with penetration into 
all skin folds. Zephiran Towelettes 
are especially useful for cleansing 
the skin at times and places where 
ordinary washing facilities are not 
available; they also provide relief 
from skin irritation for bed patients 
and patients with acne, and they 
can be used as first aid for minor 
cuts and bruises. 


How supplied e Zephiran Spray is 
available as a tinted tincture, 1:750, 
in spray bottles of 6 fl. oz. Zephiran 
Towelettes, measuring 8% by 6% 
inches, are folded and packaged 
in individual foil containers 2% by 
3 inches, for carrying in pocket or 
purse. The foil packets come in 
cartons of 20 and 100. 


Manufacturer e Winthrop Labora- 
tories, 1450 Broadway, New York 
18, New York. 
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1SOCLOR 
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ISOCLOR® 


Chemistry e Isoclor is a balanced 
combination of d-isoephedrine and 
chlorpheniramine maleate. 


Pharmacodyamics e Chlorpheni- 
ramine has been reported to be the 
safest and most effective antihista- 
minic agent; d-isoephedrine is a 
nasobronchial decongestant, open- 
ing the bronchial pathways as well 
as nasal and sinus passages. The 
combination in Isoclor is designed 
to open nasal and upper respiratory 
passages, permit free breathing, and 
inhibit excessive mucosal discharge, 
without noticeable drowsiness or 
other side effects commonly associ- 
ated with antihistamine therapy. 
The mild, normal antihistaminic ac- 


tivity of chlorpheniramine maleate 
is offset by the mild central-nervous 
stimulation and pressor efforts of 
d-isoephedrine, achieving a_bal- 
anced therapeutic synergism while 
maintaining physiologic homeo- 
stasis. In most instances, Isoclor 
can be taken during the day with- 
out affecting mental alertness or 
reducing mentation. Taken at night, 
the drug does not interfere with 
normal sleep; it enhances rest by 
preventing disturbing effects of 
postnasal drip, and usually prevents 
the early morning headache of sinus 
patients. Effects on systemic blood 
pressure are minimal. A preliminary 
clinical evaluation indicated that 
the drug is unusually rapid in on- 


set of action and more favorably 


received by patients than previously 
used agents. In this study 93 per 
cent of the patients were benefited; 
among those reporting poor to fair 
results there was some question as 
to the allergic basis of the clinical 
condition. 


Toxicology e Laboratory studies 
have shown the components of Iso- 
clor to be nontoxic. Side reactions 
to the compound have been few; no 
cases of nausea, nervousness, or 
insomnia have been reported. A few 
patients have reported drowsiness 
at relatively high dosage. It is re- 
ported that Isoclor causes practi- 
cally no headache, ringing in the 
ears, or gastrointestinal irritation. 


Indications e Isclor is indicated for 
the relief of nasal congestion and 


the reduction of night coughing in 
colds, hay fever, sinusitis, allergic 
bronchitis, and allergic rhinitis, 


Contraindications e Isoclor is 
specifically contraindicated for 
severe hypertension or cardiac dis- 
ease. 


Dosage schedule e Federal law 
prohibits dispensing Isoclor with- 
out prescription. The usual adult 
dose is 1 Isoclor tablet or 2 tea- 
spoonfuls of Isoclor liquid every 
3 to 4 hours. For children 6 to 12 
the dose is 1 teaspoonful of Isoclor 
liquid every 3 to 4 hours; the dose 
is half this amount for younger 
children. Each tablet, or 2 tea- 
spoonfuls of grape-flavored liquid, 
contains 4 mg. of chlorpheniramine 
maleate (chlorprophenpyridamine) 
and 25 mg. of d-isoephedrine hy- 
drochloride. 


How supplied e Isoclor tablets are 
supplied in bottles of 100 and 1,000; 
Isoclor liquid, pints and gallons. 


Manufacturer e Arnar-Stone Labo- 
ratories, Incorporated, 225 East 
Prospect Avenue, Mount Prospect, 
Illinois. 


References e Cazort, A. G., clini- 
cal communication to manufacturer. 
Aviado, D. M., and others, J. Pharm. 
& Exper. Therap. 122:406, 1958. 
Light, A. E., and others, Fed. Proc. 
18:1640, 1959. Laboratory report, 
Research Div., Chas. C. Haskell & 
Co., 1959. 
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CALDESENE OINTMENT 


Chemistry e Caldesene medicated 
ointment contains 15 per cent cal- 
cium undecylenate in a _ water- 
washable base. 


Pharmacodynamics e Calcium un- 
decylenate is an antimicrobial agent 
which restricts the growth of skin 
pathogens, both bacteria and fungi, 
including those responsible for the 
production of ammonia odors. Cal- 
desene medicated powder has been 
in use for some time as a skin pro- 
tective coating against moisture 
and other irritants. The new Cal- 
desene ointment lubricates chafed 
and irritated skin, providing pro- 
longed relief as well as maximum 
benefit derived from the intimate 
contact of the affected areas with 
the antimicrobial ingredient. 
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Indications e Caldesene ointment 
has special usefulness in pediatrics, 
for the treatment of diaper rash 
and other minor skin irritations. 


istration e Caldesene medi- 
cated ointment is applied directly 
to the cleansed skin, as often as 
needed. For diaper rash the oint- 
ment should be applied after each 
diaper change. 


Admini 


How supplied e Caldesene oint- 


ment is supplied in 1%-o0z. collapsi- 
ble tubes, designed to resemble 
the Caldesene powder shaker in 
style and color. 


Manufacturer e Maltbie Labora- 
tories Division, Wallace & Tiernan 
Incorporated, Belleville 9, New 
Jersey. 
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TIGAN® HYDROCHLORIDE 


Chemistry e Tigan hydrochloride 
is chemically identified as 4-(2-di- 
methylaminoethoxy)-N-(3,4,5-tri- 
methoxybenzoyl)benzylamine hy- 
drochloride. Tigan is a substituted 
benzamide, belonging to a class of 
compounds for which antiemetic 
properties have not previously been 
reported. 


Pharmacodynamics e Tigan 
blocks emetic impulses directly at 
the chemoreceptor trigger zone. 
Unlike the action of phenothiazines, 
this action of Tigan is selective, 
leaving supramedullary structures 
undepressed. Unlike antihistamines, 
Tigan does not cause drowsiness. 


Toxicology e In animal experi- 
ments Tigan showed an extremely 
low order of toxicity; clinically, 


$10 


practically no toxicity has been 


demonstrated. In prolonged toler- 


ance studies in human subjects, 
Tigan in oral dosage up 1,000 mg. 
daily and intramuscular dosage up 
to 800 mg. daily caused no un- 
toward effects or biochemical ab- 
normalities. A controlled toxicity 
study with Tigan on patients not re- 
quiring antiemetic medication pro- 
duced no adverse reactions in daily 
doses of 400 mg. over a period of 
5 weeks. Clinicians have reported 
Tigan to be safe for patients with 
cardiovascular disease and _ liver 
impairment. 


Indications e Tigan is indicated 
for the relief or prevention of the 
emetic response in pregnancy, 
underlying disease processes, gas- 
troenterologic disorders, drug ad- 
ministration, radiation therapy, 
postoperative states, and travel 


sickness. The drug may also be of 
value in preventing or treating 
nausea and vomiting associated 
with labyrinthitis, Meniere’s syn- 
drome, psychic disturbances, or 
migraine. Although Tigan is effec- 
tive in prophylaxis, it also stops or 
diminishes established and persist- 
ent vomiting. 


Contraindications e There are no 
known contraindications or special 
precautions associated with Tigan 
therapy. Since the drug does not 
exert sedative or tranquilizing ef- 
fects, it is not necessary for patients 
to refrain from driving cars or op- 
erating mechanical equipment. 


Dosage schedule e The usual adult 
dose of Tigan is 100 to 250 mg. 
three or four times daily; in preg- 
nancy, one 250-mg. capsule at bed- 
time and one immediately upon 


awakening. In severe cases this 
dose may be repeated up to a total 
uf three or four capsules daily. For 
intramuscular injection the dose is 
200 mg. (2 cc.) one to four times 
daily. Suppositories, containing 200 
mg. of the drug, may be used three 
or four times daily. For children 
weighing 30 to 90 pounds, the dose 
is one 100-mg. capsule three or 
four times daily; in intramuscular 
injection the dose is 50 mg. for 
children under 30 pounds, 100 mg. 
at 30 to 60 pounds, and 150 mg. 
at 60 to 90 pounds, one to four 
times daily. For children under 30 
pounds one-half the suppository 
may be used, and one-half to one 
for children weighing over 30 
pounds, three or four times daily. 


How supplied e New Tigan cap- 


sules, blue, 250 mg., in bottles of 
50. Tigan is also available as 100 
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mg. capsules, blue and white; am- 
puls, 2 cc. (100 mg/cc); vials, 20 
ce. (100 mg/cc); suppositories, 200 
mg. 


Manufacturer e Roche Labora- 
tories, Division of Hoffman-La 
Roche Inc., Nutley 10, New Jersey. 


References e Papers read at Collo- 
quium on Pharmacological and 
Clinical Aspects of Tigan, New 
York City, May 15, 1959. J. New- 
ark Beth Israel Hosp. 9:189, 1958. 
J. Pharmacol. & Exper. Therap. 
126:270, 1959. New York J. Med. 
59:4217, 1959. Clin. Med. 7:43, 1960. 
Curr. Therap. Res. 2:6, 1960. J. 
Am. M.A. 172:1038, 1960. J. Ten- 
nessee M. A. 53:140, 1960. Gastro- 
enterol. 38:777, 1960. Am. J. M. Sci. 
239:682, 1960. Colorado GP 2:5, 
1960. Clin. Pharmacol. & Therap. 
1:590, 1960. 
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PROBITAL 


Chemistry e Probital is a brand 
of propantheline bromide (Pro. 
Banthine) with phenobarbital. Pro- 
pantheline bromide is the bromide 
salt of a quaternary amine, with 
the descriptive formula beta-diiso- 
propylaminoethyl xanthene-9-car- 
boxylate methobromide. 


Pharmacodynamics ¢ Propanthe- 
line bromide is an anticholinergic 
agent which inhibits the action of 
acetylcholine at the ganglia of both 
subdivisions of the autonomic nerv- 
ous system as well as at the neuro- 
effectors of the parasympathetic 
subdivision. Thus it controls the 
excess neural stimulation in dis- 
eases characterized by parasym- 
pathotonia. The effectiveness of 
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propantheline bromide as a potent 
antispasmodic in the gastrointesti- 
nal tract is well recognized, and 
the combination of this drug with 
phenobarbital is considered to sup- 
ply rational therapy for the milder 
manifestations of gastrointestinal 
spasm in which sedative effects also 
are required. 


Toxicology Both propantheline 
bromide and phenobarbital are rel- 
atively nontoxic. No toxic manifes- 
tations of propantheline bromide 
have been reported, but since it is 
a true anticholinergic drug, a very 
high overdosage may produce a 
curare-like effect with loss of con- 
trol of respiratory muscles. If this 
should occur, artificial respiration 
should be applied until the drug 
effect has been exhausted. The side 
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effects encountered with Probital 
would of course be those associated 
with either component separately, 
and may include dryness of the 
mouth, blurring of vision, and hes- 
itancy in urination. 


Indications e Probital is indicated 
for functional gastrointestinal dis- 
orders, pylorospasm, gastritis, bili- 
ary dyskinesia, colonic spasm, and 
diverticulitis. The drug has special 
application for patients needing 
mild antispasmodic effects along 
with the usual sedative effects. 


Contraindications e Propantheline 
bromide is contraindicated in the 
presence of glaucoma, since my- 
driasis is to be avoided in such 
cases. 


Dosage schedule e Each compres- 
sion-coated tablet of Probital con- 
tains 7.5 mg. of propantheline 
bromide and 15 mg. of phenobar- 
bital for oral use. The usual adult 
dose is one tablet at mealtimes and 
one at bedtime. Dosage may safely 
be increased if necessary. If side 
effects with higher dosage sched- 
ules require dosage adjustment, it 
is recommended that the morning 
or noon dose be reduced while 
maintaining the evening and night 
doses at the higher level to protect 
against night parasympathotonia. 


How supplied e Bottles of 100 and 
500 tablets. 


Manufacturer e G. D. Searle & 


Co., P. O. Box 5110, Chicago 80, 
Illinois. 
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CARBO-DOME ™. 


Chemistry e Carbo-Dome Creme 
or Lotion (pH 4.6) contains liquor 
Carbonis Detergens, 5, 10, and 15 
per cent, in the Acid Mantle vehi- 
cle, a_ stainless, water-washable 
topical agent. 


Pharmacodynamics e Carbo- 
Dome is a dermatologic agent in 
which the activity of coal tar is 
potentiated by the action of the 
Acid Mantle. The preparation is 
designed to restore and maintain 


the normal protective acidity of 
the skin and facilitate healing; in 
addition, the application does not 
involve unpleasant cosmetic effects. 


Indications e Carbo-Dome Creme 
or Lotion is useful in cases of atopic 
dermatitis, infantile eczema, num- 
mular eczema, seborrheic derma- 
titis, psoriasis, neurodermatitis, dy- 
shidrosis, and other chronic recal- 
citrant dermatoses. 


Administration e In clinical use, 
Carbo-Dome is applied morning 


and night to affected areas. 


How supplied e Carbo-Dome is 
supplied in 1- and 4-ounce tubes 
and 1- and 5-pound jars, except that 
the 15 per cent strength comes in 
a 3%-ounce tube rather than 4. 
Carbo-Dome Lotion, in all three 
concentrations, is supplied in 2- and 
4-ounce bottles and also by the 
pint and gallon. 


Manufacturer e Dome Chemicals 
Incorporated, 125 West End Ave- 
nue, New York 23, New York. 
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Endometriosis of the 
cervix uteri—a common disease 


> Further evidence that endometriosis may fre- 
quently involve the cervix uteri is reported by 
George A. Williams, M.D., in the American Journal 
of Obstetrics and Gynecology, October 1960. For 
some years, patients complaining of sterility and 
menstrual disturbances have been examined at the 
onset of menses or of abnormal bleeding. This 
practice has brought to light a surprising number 
of cases of endometriosis of ovaries, pelvic peri- 
toneum, cul-de-sac, uterosacral ligaments, and rec- 
tovaginal septum, which had not been apparent in 
the intermenstrual phase. The practice has also dis- 
closed a relatively large number of cases of endo- 
metriosis of the cervix which had been overlooked 
at previous examination. Of the 111 patients re- 
ported here, 30 required no treatment other than 
complete excision of the implants for biopsy; 48 
were treated with cauterization, of whom 9 re- 
quired 2 or more operations; 20 had total hyster- 
ectomy for associated conditions; 1 was treated by 
excision of the cervical stump; 7 were lost to follow- 
up; and 5 cases are too recent for evaluation of 
results. The disease can be diagnosed readily at the 
time of onset of menstrual flow or shortly there- 
after, by careful and competent biopsy technic. It 
is emphasized that although cervical endometriosis 
is a trivial disease the symptoms may be annoying 
and alarming to the patient. The cause is thought 
to be associated with trauma, either obstetric or 
operative. 

In discussing the report, Dr. Christopher J. Mur- 
phy, Jr., remarked that growth of endometrial trans- 
plants requires a sterile site and moderately high 
estrogen level, and suggested that the germicidal 
vaginal creams used postoperatively may be in- 
creasing the incidence of cervical endometriosis. 
He also added to Dr. Williams’ report 6 cases from 
his own practice, in one of which the patient was 
57 years old. 
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Dr. Robert N. Creadick commented on the “as- 
tounding” number of cases found by Dr. Williams, 
contrasting it with the 27 cases found at Duke 
Medical Center, of which only 17 were proved 
pathologically. In his opinion, the physician who is 
thoroughly and scientifically interested in this type 
of lesion will find it more often, diagnose it more 
accurately, learn more about the pathogenesis, and 
probably manage his patients better with less radi- 
cal methods. 


Rubella arthritis 


> A study of 20 cases of arthritis following Ger- 
man measles is presented in California Medicine, 
September 1960, by Philip R. Lee, M.D., Anna F. 
Barnett, M.D., John F. Scholer, M.D., Sergius 
Bryner, M.D., and William H. Clark, M.D. Al- 
though arthritis is one of the most common com- 
plications of rubella it has attracted little attention 
in American medical literature. This article con- 
tributes to the general information about the ap- 
pearance and clinical course of the disease, the 
role of laboratory studies, and the associated im- 
munity factors. 

The authors characterize rubella arthritis as a 
self-limiting polyarthritis affecting young adults, 
especially women, and usually persisting for 2 to 
14 days. In the 20 patients studied, 5 male and 15 
female, the condition was associated with fibrositis, 
myalgia, paresthesia, and muscluar weakness. The 
rheumatic symptoms, particularly fibrositis, per- 
sisted for many months in almost half the female 
patients and not at all in the male patients. All of 
the men but only one-third of the women had 
involvement of the knee joints; in the women pa- 
tients the small joints of the hands were most 
commonly affected. The leukocyte content of the 
blood tended to be low and the erythrocyte sedi- 
mentation rate high in the few cases in which 
determinations were carried out. The results of 
occasional studies such as throat cultures, anti- 
streptolysin titers, tests for lupus erythematosus 
cells, and serum protein electrophoresis, were nor- 
mal or negative in all patients tested. Latex tests 
were performed in 17 cases; 10 of these were 
studied with the three-stage technic of Hall in 
which the patient's serum, the euglobulin fraction, 
and the euglobulin-inhibition test are used. The re- 
sults suggest that a high percentage of patients 
with rubella arthritis will have positive euglobulin- 
inhibition tests initially and that these will tend to 
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become negative within about 18 months. It has 
been suggested that this phenomenon represents 
a nonspecific reaction of serum protein to infection 
rather than the presence of rheumatoid factor. 
Virus infections seem particularly likely to produce 
such changes in serum proteins. Whether the pres- 
ence of arthritis can be related to agglutinating 
activity shown by the euglobulin-inhibition technic 
must await further study of uncomplicated rubella 
as well as rubella arthritis. 


The use of exchange transfusion in 
salicylate intoxication 


>» Seven cases in which very young children with 
aspirin poisoning were treated by exchange trans- 
fusion are reported by Sanford L. Leikin, M.D., 
and George C. Emmanouilides, M.D., in The Jour- 
nal of Pediatrics, November 1960. The use of ex- 
change transfusion in conditions other than hemo- 
lytic disease of the newborn, for example kidney 
disease and chemical poisoning, has been increas- 
ing during the past 10 years. With the growing 
prevalence of salicylate intoxication, following the 
introduction of candy-flavored aspirin, attention is 
being directed to transfusion treatment as a life- 
saving measure in cases that fail to respond to 
simple conservative treatment. The authors cite a 
recent report on 380 deaths in children under 5, 
during a 4-year period, which were attributed to 
salicylism. 

The basic metabolic derangements in this con- 
dition consist of respiratory alkalosis followed by 
metabolic acidosis causing hyperpnea, lethargy, 
and coma. Hypoprothrombinemia may result, lead- 
ing to bleeding. Gastric lavage followed by intra- 
venous fluids and alkalinizing agents constitute the 
usual procedures; vitamin K is used to combat 
hypoprothrombinemia. A majority of cases respond 
to this treatment, but in the severe cases that can- 
not be cured in this way, exchange transfusion ap- 
pears to be beneficial. The most important criterion 
for exchange, in the authors’ experience, is the 
comatose state of the patient, which is usually 
associated with blood salicylate levels in excess of 
90 mg. per cent. In addition to the blood content, 
however, a considerable amount of salicylate is 
present in the extravascular space, and before this 
can be recovered a considerable amount must be 
removed from the blood. To achieve both these 
objectives requires at least twice the patient’s es- 
timated blood volume in exchange transfusion. In 
the authors’ patients, whose ages ranged from 1 
month to 3 years, the only unfavorable side effect 
was an anaphylactoid reaction, which was checked 
by intramuscular Benadryl and a change to a dif- 
ferent unit of blood for the transfusion. One patient 
died, a child 22 months old who was in coma when 
admitted to the hospital 24 hours after the ingestion 
of aspirin; coma and convulsions continued un- 
changed and the patient died 10 hours after trans- 
fusion. 


Anaphylactic reaction to relaxin 


> An almost fatal reaction to relaxin given paren- 
terally is reported by Robert A. Levine, M.D., 
Richard J. Kossman, M.D., and Bernard Rogoff, 
M.D., in The New England Journal of Medicine, 
October 6, 1960. Relaxin, a polypeptide of low 
molecular weight, is a hormone extracted from the 
ovaries of pregnant sows, and thus might be ex- 
pected to give rise to a variety of allergic reactions 
in human subjects. Most reports emphasize minimal 
toxicity, noting local irritation at the site of injec- 
tion, fever, chills, and urticaria. Since the intro- 
duction of the drug in 1956, interest in its clinical 
applications has remained high, and it has been 
widely used by clinical investigators in the manage- 
ment of the vascular complications of progressive 
systemic sclerosis and the treatment of a group of 
obstetric conditions including premature labor. The 
purpose of this report is to describe a severe 
anaphylactic reaction and to suggest certain pre- 
cautions in the use of relaxin. 

In the case reported, the 55-year-old woman 
patient collapsed after the injection of relaxin into 
the capsular components of the left shoulder. Blood 
pressure and peripheral pulses were unobtainable, 
and the cardiac sounds were very faint. Caffeine 
sodium benzoate and epinephrine failed to affect 
the vital signs, but a slow intravenous injection 
of metaraminol bitartrate (Aramine) brought a 
prompt response in pulse and pressure. It was 
necessary to administer pressor agents for 3 days, 
before normal blood pressure could be maintained. 
To confirm the identification of relaxin as the 
offending agent, sensitivity studies were carried out 
beginning on the fifth hospital day. Despite the 
absence of a personal or family history of allergy, 
the patient’s hypersensitivity to relaxin was strongly 
suggested by ophthalmic, intradermal, and passive- 
transfer tests. The standard recommendation that 
skin testing be carried out before a second course 
of relaxin therapy is begun appears to be unre- 
liable, since all of 20 control patients manifested 
primary intradermal hypersensitivity to the drug. 
The ophthalmic test is simpler and more specific as 
a screening procedure for immediate anaphylactic 
reactions. It is suggested that this conjunctival test 
be used in conjunction with the skin test in all 
patients before the use of relaxin, regardless of the 
route of administration. 


Surgery of the hand in cerebral palsy 
and the swan-neck deformity 


> Although surgical treatment of the hand in 
cerebral palsy is only a compromise at best, there 
is a small group of patients who can be benefited 
by reconstructive surgery to improve muscle bal- 
ance, according to a report by Alfred B. Swanson, 
M.D., in The Journal of Bone and Joint Surgery, 
September 1960. The major handicap is the pa- 
tient’s inability to open the hand for grasping. In 


this study an attempt was made to analyze the 
causes of the handicap and evaluate the results of 
several surgical procedures designed to correct it. 

Of 300 children with cerebral palsy, only 12 were 
found to be candidates for operation, during a 5- 
year period. The indications for treatment were: 
sufficient intellectual ability and emotional stability 
to make rehabilitation feasible, disability of the 
hand in which function could be improved by 
osteotomy, arthrodesis, or tendon surgery, and oc- 
casionally a deformity which could be improved in 
appearance by appropriate bone or tendon surgery. 
Contraindications were: insufficient trial of physical 
measures, hand function offering no hope of im- 
provement, excessive instability of all joints of the 
hand, lack of voluntary control of the hand mus- 
cles, severe sensory disorders, severe athetosis or 
athetoid shift, inadequate intelligence (intelligence 
quotient below 70), inadequate age of patient (less 
than 7 years), and severe emotional disorders. In 
the series of 12 cases, the patients’ ages ranged 
from 6 to 20; the 6-year-old girl preoperatively had 
good control of certain fingers, moderate spasticity, 
and fair coordination. Significant improvement with 
regard to assistive function was achieved by opera- 
tion in all except one case, in which further treat- 
ment is required. 

The intrinsic-plus or swan-neck deformity in cere- 
bral palsy, which the author analyzes in consider- 
able detail, is caused by excessive tension on the 
middle band with relative relaxation of the lateral 
bands of the extensor mechanism. The tension on 
the middle band may come from the long extensors 
or from the intrinsics by way of their connection 
through the medial interosseous band or a combina- 
tion of these forces. Prevention of the deformity 
depends on maintaining a normal balance between 
the extrinsic and intrinsic muscle components. For 
surgical treatment, tenodesis of the sublimis tendon, 
adjusted to hold the proximal interphalangeal joint 
in approximately 20 to 30 degrees of flexion, has 
been found effective and lasting. Among the 12 
cases reported, it was felt in general that firmer 
fixation could be obtained by tenodesis than by 
capsulorrhaphy. Procedural details are described. 


Errors in the diagnosis of acute 
rheumatic fever 


> With the advances in treatment and prevention 
of rheumatic fever, accuracy in diagnosis has be- 
come more important than ever, in the opinion of 
Alvan R. Feinstein, M.D., Angelo Taranta, M.D., 
and Rodolfo di Massa, M.D., as expressed in the 
New York State Journal of Medicine, September 
15, 1960. The long-term administration of antistrep- 
tococcus agents can lead to serious physiologic and 
psychologic consequences in cases erroneously di- 
agnosed as rheumatic fever. Of 163 consecutive 
patients referred to Irvington House with a diag- 
nosis of recent acute rheumatic fever, 12 per cent 
represented diagnostic error. More than half of 
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these had had a self-limited minor febrile illness, 
and in the rest some major organic disease other 
than rheumatic fever was present. Most of the er- 
rors resulted either from failure to use the Jones 
criteria or from incorrect application of these 
criteria. The most frequent errors involved incorrect 
interpretation of cardiac signs and failure to rule 
out alternative causes of fever. When the original 
diagnosis is incorrect, the effect of the error is 
compounded by the subsequent long-term regimen 
of prophylaxis. 

Errors can be avoided by judicious application 
of the modified Jones diagnostic criteria. Subjective 
evidence should be supported by an objective ap- 
proach establishing beyond question that infection 
by group A streptococci has occurred. Positive re- 
sults can frequently be obtained from an initial 
throat culture and an antistreptolysin 0 titer. When 
these results are negative, further information 
should be sought by measuring additional strepto- 
coccal antibodies and by testing consecutively 
drawn serum specimens. In competent serial test- 
ing, failure to demonstrate a significant change in 
antibodies would be strong evidence against strep- 
tococcal infection and therefore against a rheumatic 
fever diagnosis. Facilities for antibody measurement 
and serial blood testing are available only at a 
relatively few research institutions. If public health 
authorities could provide such facilities and arrange 
for physicians to use them, the incidence of diag- 
nostic error in rheumatic fever would inevitably: 


be reduced. a! 


Hyperinsulinism: Review of 95 cases of 
functioning pancreatic islet cell tumors 


> The third Clinic on Endocrine and Metabolic 
Diseases reported from the Mayo Clinic was con- 
cerned with hyperinsulinism. This review, prepared 
by Donald A. Scholz, M.D., William H. ReMine, 
M.D., and James T. Priestley, M.D., and published 
in the Proceedings of the Staff Meetings of The 
Mayo Clinic, September 14, 1960, constitutes an 
abridgment and modification of a paper published 
earlier in the American Journal of Surgery (April 
1960). The clinical and pathologic findings in 95 
proved cases of functioning tumors of the pancreatic 
islet cells are summarized. 

The clinical signs and symptoms associated with 
hypoglycemia are the same regardless of the cause, 
with neurologic and psychiatric phenomena com- 
prising the most alarming and dramatic manifesta- 
tions. If hypoglycemia remains untreated, bizarre 
psychiatric behavior may supervene, and extensive 
and irreversible damage to the brain may eventually 
result. Functioning pancreatic islet cell tumors 
comprise one of the most important causes of 
spontaneous hypoglycemia. In some patients the 
clinical detection and surgical removal of such 
tumors may prove exceedingly difficult. Of the 
95 cases found at the Mayo Clinic in the years 
1927 through 1958, 85 were classified as adenoma 
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and 10 were obvious carcinomas of the islets with 
metastasis. The tumors may develop at any age, 
but occur mostly between 30 and 60. In contrast 
to patients with functional hypoglycemia, those 
with islet cell tumors most frequently experience 
attacks during fasting or after vigorous exercise. 
In rare cases a nocturnal convulsive seizure may 
be the first sign of trouble. The values for fasting 
blood sugar in cases of suspected hyperinsulinism 
may be in the normal range; in this series the values 
were 65 mg. or less per 100 ml. in 69 per cent 
of the patients. One of the most reliable diagnostic 
procedures is to hospitalize the patient and institute 
a regimen of fasting and exercise; under these 
circumstances the occurrence of a typical attack 
with concomitant hypoglycemia and relief of the 
symptoms with oral or intravenous administration 
of glucose constitute definite diagnostic criteria. 
The leucine-tolerance test may also be of considera- 
ble value in diagnosis. In 86 of the cases reported 
here the tumor was found at the first operation by 
the surgeon or in the resected tissue by the patholo- 
gist; in 9 cases the tumor was demonstrated at 
reoperation or at necropsy. 


Now which operation 
for chronic duodenal ulcer? 


> The question of how to choose among the 
various possible operations for duodenal ulcer has 
no easy answer, according to a report by Stanley 
O. Hoerr, M.D., in Postgraduate Medicine, Sep- 
tember 1960. It behooves the surgeon to master all 
the procedures, then adapt the one most appro- 
priate to the individual patient, keeping in mind 
the need to avoid undue risk to life. The major 
types of operation in current practice include 
vagotomy, conventional gastric resection, gastro- 
jejunostomy, and one-layer pyloroplasty. 
Evaluation of clinical results of such operations 
offers peculiar difficulties, since surgeons vary in 
their selection of patients, surgical technics, inter- 
pretation of operative findings, and appraisal of 
end results. The author avoids some of these 
variables by reviewing his own series of 200 cases 
in which two methods of operation were used and 
the results compared. Current patient-satisfaction 
is the same (about 85 per cent) in the two groups 
of 100 patients each, one group having undergone 
vagotomy-posterior gastrojejunostomy, and the other 
vagotomy-hemigastrectomy. The follow-up period 
has been longer (median 8 years) with the first 
group than with the second (median 4 years), so 
that any advantage related to shortness of follow-up 
would be with the latter group. In the first group, 
13 patients have had recurrent ulcers, and 9 of the 
whole group have had secondary operations; there 
were no operative deaths. In the second. group 
there has so far been only 1 recurrent ulcer, and 


1 patient has had a secondary operation not for 


ulcer. There were 2 operative deaths in this group. 
Although the incidence of recurrent ulcer appears 


to be much lower with this type of operation, 
other types of late morbidity tend to offset the 
advantage. In general, the late results in the whole 
series are not greatly at variance with those 
reported elsewhere, although the incidence of 
marginal ulcer after vagotomy-posterior gastro- 
jejunostomy may be somewhat higher in this series, 
The safety of this operation in comparison with 
gastric resection is widely acknowledged, but on 
the other hand the effectiveness of vagotomy- 
hemigastrectomy in preventing recurrent ulceration 
has also been established. Therefore the surgeon’s 
judgment should be guided by the evidence re- 
garding operative risk in each specific case. 


Treatment of pain in preaxial border 
: of upper limb 


> An empirical method for relieving pain in the 
fifth, sixth, and seventh cervical dermatomes is 
described by Raymond Farrow, M.A., B.M.Oxon., 
in The Lancet, August 13, 1960. Pain in this area, 
the preaxial border of the arm, is common and 
often disabling; short-wave diathermy and neck 
traction in the neutral or extended position often 
merely aggravate the pain. The author reports that 
complete relief of symptoms may be obtained, 
however, by neck traction in flexion with various 
degrees of rotation of the neck toward the painful 
side. Analysis of 100 consecutive cases showed that 
the preaxial pain was located chiefly in the upper 
arm in 60 cases and in the forearm and first three 
fingers in 40 cases; in the latter group the pain was 
always associated with paresthesia and subjective 
numbness. None of the patients showed any muscle 
wasting, alteration in the normal reflex responses, 
or objective sensory loss. Predominantly fifth cervi- 
cal pain was associated with an acutely tender 
area at the insertion of the deltoid; in sixth cervical 
pain the tender area overlay the posterior inter- 
osseus nerve at the point where it emerges from 
beneath the supinator and crosses the shaft of the 
radius. X-ray examination of the cervical spine re- 
vealed no significant changes, the general picture 
being that of degenerative changes normally found 
in succeeding age groups. 

If there are painful limitations of neck move- 
ment these should be treated by conventional 
methods before traction in flexion is begun. For 
traction, a Niels Larsen type of halter is applied 
and connected to a 22-inch spreader. The patient's 
face is turned toward the painful arm. The pulley 
circuit is then attached with a weight of 14 pounds 
at the other end (or 20 pounds in some cases). 
The amount of cervical flexion and rotation at 
which traction is applied must be determined by 
experiment; the correct angle of traction is signi- 
fied by the disappearance of pain. In the series 
reported, the duration of relief from pain following 
each treatment gradually increased to the point 
where the condition could be considered cured. 
Only 4 patients, all in their late fifties, failed to 


respond completely, and in these cases manipula- 
tion under anesthesia brought lasting relief. 

The mechanism of relief of pain through this 
treatment is at least implied by the following con- 
siderations: In people over 40, the neurocentral 
joints of Luschka often undergo degenerative 
changes which later show in roentgenograms. The 
issuing spinal nerve bends around the neurocentral 
joint, and an excrescence from here must increase 
the angulation of the nerve at this joint, predis- 
posing to friction on cervical or brachial move- 
ments with consequent pain and paresthesia. De- 
generation occurs most often in those neurocentral 
joints which lie in intimate contact with the fifth 
and sixth cervical nerves, and the most common 
sites of pain in the arm are in the fifth and sixth 
cervical dermatomes. All the muscles contributing 
to the rotator mechanism of the shoulder joint are 
supplied by the fifth and sixth cervical nerves. 


The floor as a reservoir of 
hospital infections 


> Practical considerations regarding hygienic en- 
vironment could materially reduce hospital infec- 
tions, according to a report by Carl W. Walter, 
M.D., and Ruth B. Kundsin, Sc.D., in Surgery, 
Gynecology & Obstetrics, October 1960. As the 
largest horizontal surface on which bacteria can 
settle, the hospital floor cannot be ignored epide- 
miologically. Floor cultures provide an index of the 
environmental infectivity in general, and of the spe- 
cific infectivity of a room’s occupant. The authors’ 
investigation of the dynamics of spread of bacteria 
in a hospital led to the conclusion that definition 
of a hygienic hospital environment would be a 
major contribution to suppression of hospital-ac- 
quired infections. In this study the data were de- 
rived from 37,000 individual cultures, involving so 
many variables that statistical analysis was con- 
sidered impractical for the purpose of this article; 
therefore examples are reported demonstrating the 
parameters of the experience as related to the role 
of the floor as a reservoir for microbes. 

Three types of bacterial samples were made: 
settling, airborne density, and floor cultures. Pa- 
tients with infection continually shed microbes into 
the environment, which are carried to the floor in 
droplets or dust particles, or disseminated through 
the air in droplet nuclei. If the organisms on the 
floor are not destroyed at frequent intervals, floor 
counts reach astronomic proportions and air counts 
increase concurrently. The authors describe in 
detail the technics and materials necessary for 
thorough and continuing sterilization of floor areas. 
It is emphasized that effective vacuum-cleaning is 
so important that considerations of noise and ex- 
pense must be set aside. Nongermicidal floor waxes 
were found to have become contaminated in stor- 
age, and to be a source of staphylococcal infection. 
It was found that hygienic environment results in 
disappearance of hospital strains of bacteria, a de- 
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crease in cross infection, and a shift of the bac- 
teriology of the carrier toward the benign, both 
qualitatively and quantitatively. Therefore the au- 
thors recommend the following: (1) Trained work 
teams for cleaning patient-care areas, (2) properly 
designed machines for effective use of manpower, 
(3) informed supervision over use of germicidal 
detergent and maintenance of machines, (4) sched- 
uled cleaning time as an integral part of patient 
care, (5) bacteriologic monitoring of floor areas, 
(6) disinfection of floors according to a prescribed 
schedule, (7) use of vacuum cleaners for complete 
daily care of floors, (8) evaluation of hospital trash 


and laundry collection procedures, and (9) no 


spitting at random. 


Infections involving the 
intervertebral disks 


> Pyogenic infections of the disks probably occur 
more often than is generally recognized, according 
to a report by Arthur L. Scherbel, M.D., and W. 
James Gardner, M.D., in the Journal of the Ameri- 
can Medical Association, September 24, 1960. 
There may be numerous mild infections that heal 
spontaneously and are not necessarily associated 
with extensive liquefaction and absorption of 
cartilage or with fusion of vertebral bodies. 
The roentgenographic appearance of healed disks 
simulates that of degenerative intervertebral disk 
changes. The diagnosis of infection is aided by 
the case history and by the characteristic “excruci- 
ating” quality of the back pain. The severity of 
the disease is conditioned by the virulence of the 
causative organism, its sensitivity to antibiotics, 
the resistance of the host, and the possible existence 
of a primary infection that continually sends more 
organisms to the vertebral area. In 10 cases re- 
viewed by the authors, Staphylococcus aureus and 
Staphylococcus albus were most often implicated 
in infections resulting from direct inoculations; 
antibiotic-resistant staphylococci constitute a most 
serious problem. Hematogenous infections were 
usually caused by gram-negative organisms. Char- 
acteristic roentgenographic features did not appear 
for 4 or more weeks. The sedimentation rate was 
consistently high but returned to normal after the 
infection subsided. For four patients treated with 
antibiotics, complete bed rest, and body casts, the 
average length of convalescence was 8 months; for 
six patients treated by laminectomy in addition to 
the other measures, the duration was 4.8 months. 
Recovery was complete in 7 cases; chronic back 
pain is present in 2; and death eventually occurred 
in 1 case in which septicemia resulted from an 
infection resistant to antibiotic therapy. The authors 
emphasize the observation that no case of spinal 
epidural abscess occurred in this series. This lack 
of spread of suppurative infection is not observed 
in other infected joints, so far as is known. There 
have been no recurrences of disk infection in the 
series reviewed. 
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> Books for review which were received during the period 
from December 5 to January 5 are listed on advertising 
pages A-173 to A-179. Reviews of these books will be pub- 
lished as space permits. 


» THE HUMAN SPINE IN HEALTH AND DISEASE. 
By George Schmorl, M.D., and Herbert Junghanns, M.D. 
American Edition prepared by Stephen Wilk, M.D., 
and Lowell S. Goin, M.D. Cloth. Pp. 285, with illustrations. 
Price $21.00. Grune & Stratton, Inc., 381 Park Avenue 
South, New York 16, 1959. 


This is the first English translation of the German 
edition of this monumental medical work based on 
the exhaustive studies of the human spine by Drs. 
Schmorl and Junghanns. The magnitude of the 
work can be appreciated only when one realizes 
that Dr. Schmorl removed and meticulously studied 
10,000 spines at autopsy! Not only were the gross 
specimens studied, but roentgenographic studies 
were supplemented with histologic examinations of 
the osseous structures, the vertebral body-disk junc- 
tion, and the intervertebral disks. 

The text includes, first, a discussion on the devel- 
opment and normal structure of the spine; this pro- 
vides a sound basis for the second section, on the 
recognition and understanding of the numerous 
congenital anomalies of the spine. Pathologic 
changes in the osseous tissues of the spine and in 
the intervertebral disk are discussed in the succeed- 
ing sections. Although lesions of the osseous spine 
and those of the disk are considered separately, the 
authors point out that because of the relation that 
exists between disk and vertebra, it is seldom that 
a pathologic process affects only one of them; 
sooner or later a disease which affects one involves 
the other and will lead to morphologic and func- 
tional changes. 

However, the clinical recognition of disk lesions 
is often difficult because only a few of the patho- 
logic changes which may occur in the disks, such as 
calcification and ossification, can be demonstrated 
roentgenographically. In most disk cases, conclu- 
sions must be drawn by observation of the vertical 
diameter of the disk space, the shape of the space 
and its demarcation from the vertebral body, 
changes in the adjacent portions of the trabecular 
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network of the bone, and disturbances in the “motor 
segment.” Junghanns defines the motor segment as 
the movement between two vertebrae as a unit. 

In the concluding sections, the writers discuss 
lesions which affect the spine as a whole, such as 
deformities of the spine, spondylosis deformans, 
changes in the mobility of the spine, and vertebral 
slipping and displacement. 

Mention must be made of the extensive bibliog- 
raphy; it contains hundreds of references, particu- 
larly to the European literature, and covers 42 pages 
of the book. Those interested in research in this 
field should find the bibliography an extremely 
valuable document. 

Undoubtedly, the spine has never been subjected 
to such a systematic study as that reported by Drs. 
Schmor]l and Junghanns. All sections of the book are 
profusely illustrated with roentgenograms. Physi- 
cians will find this volume valuable both as an 
extensive research study of the spine and as a 
comprehensive volume on the anomalies of the 


vertebral column. 
Harry M. Waicnrt, D.O. 


> PEDIATRIC ANESTHESIOLOGY. By M. Digby 
Leigh, M.D., Associate Professor of Surgery (Anesthesia), 
University of Southern California, Director, Department of 
Anesthesia, Childrens Hospital of Los Angeles; and M. 
Kathleen Belton, M.D., Assistant Professor of Surgery (An- 
esthesia), University of Southern California, Attending 
Anesthesiologist, Childrens Hospital of Los Angeles. Ed. 2. 
Cloth. Pp. 461, with illustrations. Price $12.00. The Mac- 
millan Company, 60 Fifth Avenue, New York, 1960. 


The second edition of what 12 years ago was the 
first textbook on pediatric anesthesia is a most wel- 
come addition to the library of the practicing anes- 
thesiologist. One can readily see the growth of this 
subspecialty of anesthesia by comparing the 461 
pages of the second edition to the 240 pages of the 
first edition. Smiles may be pardoned at this sen- 
tence found in the preface: “This book is intended 
primarily for those engaged in administering anes- 
thesia to infants and children—physicians, dentists, 
osteopaths, and nurses.” 

Chapters are found on each of the body systems, 
their evaluation for anesthesia, and, what is the 
result of extensive experience, the anesthetic man- 
agement for various surgical procedures. One may 
well differ with the authors when they state, “Still 
another anesthetic technic for tonsillectomy is open 
drop ether followed by ether insufflation through a 
mouth hook. With this technic. the patency of the 
airway is largely the responsibility of the surgeon.” 
In the reviewer's hospital, the anesthesiologist is 


responsible for the patency of the airway. It is he 
who uses the suction tip. 

Basic physiologic principles are stressed through- 
out the book, even with the emphasis the authors 
place on no-rebreathing and circle absorption tech- 
nics with tracheal intubation. 

There is a great deal of information presented, 
although I am a little disappointed that so little is 
said about nerve blocks. The omission of a table 
showing the spinal dosages for procaine and tetra- 
caine is unfortunate, since this is an excellent tech- 
nic (subarachnoid) in indicated cases. 

This text is a “must” in the library of any depart- 


ment of anesthesiology. 
A. A. Goipen, D.O. 


>» EMOTIONAL PROBLEMS OF CHILDHOOD. Edited 
by Samuel Liebman, M.D., Medical Director, North Shore 
Hospital, Winnetka, Ill.; Clinical Assistant Professor of Psy- 
chiatry, University of Illinois College of Medicine. Cloth. 
Pp. 176, with illustrations. Price $5.00. J. B. Lippincott 
Company, East Washington Square, Philadelphia 5, 1958. 


This is the fourth in a series of volumes for the 
general practitioner dealing with the emotional 
problems of childhood. The papers included in it 
were part of the Eighth Annual North Shore Hos- 
pital Lecture Series; Samuel Liebman is the editor. 
There are nine chapters, each by a leading au- 
thority in the field. Therese Benedek opens the 
volume with a presentation on psychologic aspects 
of pregnancy and parent-child relationship. She 
treats it from a psychoanalytic standpoint, as an 
interaction between parents and children. She be- 
gins with the moment of conception and carries the 
dynamic forces from there to the adult years. 


The capacity of the mother to receive from the child, her 
ability to be gratified consciously by this exchange and to 
use this gratification in her emotional maturation, is the 
specific quality and function of motherliness. It evolves along 
with those processes by which the girl develops from a pas- 
sive-receptive individual to an active-giving adult woman. 


The second paper is by Julius Richmond and 
Earle L. Lipton and deals with their observations 
on the psychologic development of infants, particu- 
larly the development of sleep and motility pat- 
terns. As these authors point out, the need for food, 
elimination, sleep, and the exploration of body 
movements is basic for early development, but to 
understand them it is necessary to integrate all 
factors. 

The third paper, presented by Margaret Hall 
Powers, is on the management of speech disorders 
and resultant learning difficulties. She appends sug- 
gested reading lists for the doctor and for parents. 
The fourth paper is by Harry Segenreich on man- 
agement of problems of social maladjustment and 
misbehavior in childhood, which he approaches on 
the basis of the freudian hypotheses of sexual de- 
velopment. 

The next presentation is “The Management of 
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Puberty and Sex in Adolescence,” by Morris Sklan- 
sky. The gist of this study is in this statement: 


The pressure to act on impulse is great in adolescence. 
Whether or not an act will take place will be determined 
by the efficacy of counter forces. The ego of the adolescent 
is in a flexible state, though invested with energy, so that 
one must consider other factors by which its function may 
be influenced. . . . Therefore, it is obvious that control of 
sexual impulse in the adolescent is to a considerable degree 
in the hands of the responsible persons in his immediate 
milieu and of the culture as a whole. 


Closely related to this study is a paper by Joseph 
Cramer on the “Management of Behavior Problems 
in Adolescents; Parent Guidance.” The final three 
papers are “Management of the Juvenile Delin- 
quent: A Point of View,” by Joseph Michaels; “The 
Management of the Neuroses of Adolescence,” by 
Eugene Falstein; and “The Emotional Problems of 
the Physically Handicapped Child,” by William 
Cooper. 

The book is intended to be a practical treatise. 
While it may not supply the doctor with all the 
specific answers he seeks, he will certainly be in a 
better position to cope with troublesome cases 
after reading it. It can be recommended. 

Tuomas J. Meyers, Ph.D., D.O. 


» ZINSSER MICROBIOLOGY. By David T. Smith, M.D., 
Professor of Microbiology and Associate Professor of Medi- 
cine, Duke University School of Medicine; Norman F. 
Conant, Ph.D., Professor of Mycology and Associate Pro- 
fessor of Microbiology, Duke University School of Medicine; 
Joseph W. Beard, M.D., Professor of Surgery in charge of 
Experimental Surgery, Duke University School of Medicine; 
Hilda Pope Willett, Ph.D., Associate Professor of Micro- 
biology, Duke University School of Medicine; John R. 
Overman, M.D., Associate Professor of Microbiology and 
Assistant Professor of Medicine, Duke University School of 
Medicine; John E. Larsh, Jr. Sc.D., Professor of Parasitol- 
ogy, School of Public Health and School of Medicine, 
University of North Carolina, Duke University School of 
Medicine; Ivan W. Brown, Jr., M.D., Associate Professor of 
Surgery, Duke University School of Medicine; D. Gordon 
Sharp, Ph.D., Professor of Biophysics, University of North 
Carolina School of Medicine; and Mary A. Poston, M.A., 
Associate in Microbiology, Duke University School of Medi- 
cine. Ed. 12. Cloth. Pp. 1026, with illustrations. Price 
$13.00. Appleton-Century-Crofts, Inc., 35 West 32nd Street, 
New York 1, 1960. 


The physical characteristics of this book are typical 
of a standard medical textbook of 1000 pages. How- 
ever, what is packed between its covers is informa- 
tion equally important to microbiologists, public 
health personnel, and clinical physicians. The text 
has been through twelve editions in 30 years, which 
speaks for its excellence only slightly more than of 
the need for it. It is the combined effort of nine 
authors. Illustrations are used liberally; there are 
461 pictures, including numerous electron micro- 
graphs. 

The section on immunology presents comprehen- 
sive explanations of what is presently known of 
antigens, antibodies, and their reactions. It is com- 
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plemented by sections on blood groups and im- 
munohematology, and on toxins and antitoxins. It 
brings up to date the mechanisms of that altered 
state of immunity, allergy. 

As one would expect, a major portion of the text 
is devoted to a discussion of various pathogenic 
bacteria. The format on each variety is: a concise 
history, the organism’s clinical importance, mor- 
phology and staining characteristics, cultural char- 
acteristics, resistance, variability, (and of increasing 
importance) antigenic structure, bacteriophage when 
significant, experimental disease as produced in 
laboratory animals, clinical types of infection in 
man, transmission, treatment, and prevention. 

This text also has an excellent presentation of 
the complex subject of viruses, which gains added 
emphasis as knowledge in the field expands. In 
reality, the study of viruses is now where bacteriol- 
ogy was in the 1890's. It would be well for physi- 
cians to read this section of the text as a basic 
background for understanding the problems of 
viral disease; this applies in particular to viral hepa- 
titis, coxsackie virus, and the ubiquitous adenores- 
piratory viruses, not to mention commoner viruses 
causing the acute exanthemata. There are also ex- 
cellent sections related to medical mycology and 
parasitology. 

This text is recommended to all physicians and 
medical students. It is most needed by those physi- 
cians who graduated more than 5 years ago; I know 
of no other text that has so much to offer to bring 
one relatively up to date in the rapidly advancing 


field of microbiology. 
A. P. Uxsricn, D.O. 


» Science and Psychoanalysis. Volume III. PSYCHO- 
ANALYSIS AND HUMAN VALUES. Edited by Jules H. 
Masserman, M.D., Professor of Neurology and Psychiatry, 
Northwestern University; Director of Education, Illinois 
State Psychiatric Institute, Chicago. Cloth. Pp. 377. Price 
$11.00. Grune & Stratton, Inc., 381 Fourth Avenue, New 
York 16, 1960. 


Here is another significant volume edited by Jules 
Masserman, an assessment of the achievements of 
the Academy of Psychoanalysis which has been in 
existence for 3 years. The book is well indexed by 
both proper names and subjects, directing the 
reader to specific areas of interest as discussed by 
each of the 42 contributors. References at the end 
of each chapter are pertinent. Another aid to clar- 
ity, an innovation in this volume, is the addition of 
brief discussions by others than the main contrib- 
utors. 

The book offers valuable reading for the psy- 
chiatrist not only in view of the authors’ objectives, 
but also as a way of keeping up to date on research 
and experience, which continue to verify and aug- 
ment the initial freudian concepts developed in a 
particular era and milieu. 

“Values in Therapy” is the title of Part VI; these 
values are considered from many points of view. 
There is an illuminating chapter on the adaptation 
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of psychoanalytic technics to specific disorders, 
dicating the approach to the problem by several] 
outstanding analyst-contributors. Leading up to this 
key section are parts concerned with surveys, theory 
and philosophy, context of anthropology and so- 
ciology, developmental observations, and clinica] 
studies. 

Wolberg and others discuss the important topic 
of hypnosis and transference as a theoretic formu- 
lation in clinical experience. Other clinical studies 
concern the interpretation of body movements dur- 
ing therapy, communication in depressions, and 
olfaction in sexual development. One paper on de- 
velopmental observations proposes: 


(1) that the emotional health of children is influenced less 
by the emotional health of the parents as individual per- 
sons than by the nature of their conjugal relationship, and 
(2) that there is a special relationship between the child- 
parent pattern in the grandparental families and the hus- 
band-wife relationship in the parental family. 


Nonclinical families were studied for this purpose. 
Another chapter deals with the personality struc- 
ture of adolescence and includes thought-provok- 
ing discussions. 

In the section on anthropology and sociology, a 
significant point of view, developed through a para- 
ble, is that “there are many ways of arriving at the 
truth, and collaboration among the social sciences 
requires respect for one another’s methods.” This 
point of view is, in fact, followed throughout the 
volume. 

The chapter on comparative research in ethology, 
biodynamics, and psychoanalysis recalls former 
studies and presents new findings. The section on 
theoretic and philosophic considerations is probably 
the most profound part of the book. In this the 
problem of values is related to psychoanalysis and 
to Easiern wisdom. There are four discussants, in- 
cluding the editor. 

This is not a book for beginners, but it can be a 
stimulating experience in reading and a valuable 
source of reference for a teaching psychiatrist. 

Fiepa M. Bricuam, D.O. 


>» CHEMICAL MICROMETHODS IN CLINICAL 
MEDICINE. By R. H. Wilkinson, M.A., M.D., Assistant 
Chemical Pathologist, The Hospital for Sick Children, Great 
Ormond Street, London, England. Cloth. Pp. 121, with 
illustrations. Price $5.00. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1960. 


This brief monograph is essentially a description of 
micromethods as they are used in the laboratory of 
a 300-bed children’s hospital. All the ordinary and 
some extraordinary tests on blood chemistry are de- 
scribed. The methods are designed for testing of 
capillary blood; however, the author specifies that 
they can be used as well with venous blood. There 
is a special section on ultra-micromethods useful 
when blood samples are less than 0.05 ml. in vol- 
ume. Micromethods are coming to be used more 
and more often in pediatric practice, especially in 


serial studies, and this book should find a good 
audience among laboratory technicians. 


» RECENT ADVANCES IN SURGERY. Edited by Sel- 
wyn Taylor, D.M., M.Ch., F.R.C.S., Surgeon, King’s College 
Hospital, and Belgrave Hospital for Children, London; 
Surgeon, Hammersmith Hospital and Lecturer in Surgery 
at the Postgraduate Medical School of London. Ed. 5. 
Cloth. Pp. 500, with illustrations. Price $13.00. Little, 
Brown and Company, 34 Beacon Street, Bostom, 1959. 


The fifth edition of this British book contains dis- 
cussions of the following topics: cardiac surgery, 
open heart surgery, lungs and pleura, cross-infec- 
tion, transplantation of tissues and organs, the 
ischemic leg, arterial reconstruction, varicose veins, 
the lymphatics, body fluids, the artificial kidney, 

ial nephrectomy, hydronephrosis, carcinoma of 
the bladder, carcinoma of the prostate, the un- 
descended testicle, hydrocephalus, the parotid, ali- 
mentary tract obstruction in the newborn, the 
esophagus, gastrointestinal surgery, Crohn’s disease 
and ulcerative colitis, argentaffinoma and 5-hydrox- 
ytryptamine, the pancreas, liver resection, metabolic 
derangements in patients with portal hypertension 
and liver disease, surgery for portal hypertension, 
cancer of the breast, and the endocrines. 


> DISEASES OF THE NEWBORN. By Alexander J. 
Schaffer, M.D., Associate Professor of Pediatrics, The Johns 
Hopkins Medical School, and Pediatrician to The Johns 
Hopkins Hospital; formerly Pediatrician-in-Chief, at present 
Attending Pediatrician to The Sinai Hospital of Baltimore, 
Maryland; Chief of Pediatrics (Nursery Service), The Hos- 
pital for the Women of Maryland. Cloth. Pp. 878, with 
illustrations. Price $20.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1960. 


This book brings to light the author’s preoccupation 
for many busy years with the diagnosis, natural 
history, and treatment of disorders of the sick new- 
born. He originally designed it to be an Atlas of 
Diseases of the Newborn; however, such topics as 
galactosemia and phenylketonuria, among others, 
did not lend themselves to pictorial coverage. Also 
the gigantic growth within the past decade of the 
corpus of knowledge changed the structure of the 
book. 

An important step toward recognition of the 
problems of learning new facts about the newborn, 
spreading more widely the facts already known and 
making it possible to spread these facts are dis- 
closed. Out of his extensive experience as a critical 
clinician and teacher, the author has written. this 
book to help physicians judge the significance of 
symptoms in newborn infants. In order to appraise 
the neonate, careful history and careful physical 
examination are basic modalities, as in all of medi- 
cine, with which the physician must deal. The art 
is to know how to interpret findings, how to know 
when laboratory assistance is required. Direct ex- 
perience with large numbers of newborn infants is 
not a substitute for understanding of their physiol- 
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ogy, nor vice versa, but these are the bases for 
expert clinical judgment borne out in this book. 

Fifteen sections are covered in 114 chapters. 
These include such subjects as disorders of the res- 
piratory system, cardiovascular system, gastrointes- 
tinal tract, genitourinary tract, endocrine system, 
disorders of blood, blood vessels and lymphatics, 
jaundice, disorders of the head, spine and central 
nervous system, infections, disorders of nutrition, 
the skeletal system, the skin, and the eye. Of major 
importance is the introductory section which gives 
detailed information on how to take the original 
examination of a newborn, giving a basis for normal 
and abnormal findings. 

The doctor who has anything to do with newborn 
infants will want to see this book; if the child is 
sick, he should not be denied any possible benefits 
of studies and treatment of disorders. 


>» THE WHOLE TRUTH ABOUT ALLERGY. By Her- 
man Hirschfeld, M.D., F.A.C.A., F.A.A.C.M., F.1M.A. 
Paper. Pp. 199, with illustrations. Price $.50. Allergy Pub- 
lishers, 133 East 58 Street, New York 22, 1960. 


This pocket edition is primarily written for lay peo- 
ple who find themselves confronted with some type 
of allergy. It covers the field from hay fever to 
migraine headaches. The author tells the sufferer, 
or his family, how to identify the sensitivity of 
allergies and what to do about it. He carefully in- 
cludes no home cures but rather points out which 
of numerous courses the competent allergist might 
take in treating the carefully diagnosed type of dis- 
order, that self medication usually costs the patient 
unnecessary suffering, and the medical knowledge 
is meant to be shared by all. 

The patient who becomes acquainted with this 
book through the family physician gives better co- 
operation and more readily seeks the advice of the 
specialist. This appears to be the purpose the author 
has in mind, and he accomplishes it very well. 


>» PROCUREMENT AND MATERIALS MANAGEMENT 
FOR HOSPITALS. By Rex H. Gregor, Director of Pur- 
chases, Rochester Methodist Hospital, Rochester, Minnesota; 
and Harold C. Mickey, B.B.A., F.A.C.H.A., Administrator, 
Rochester Methodist Hospital, Rochester, Minnesota. Cloth. 
Pp. 159, with illustrations. Price $7.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, Springfield, 
Illinois, 1960. 


Public opinion today revolves around the thought 
that the cost of hospital patient care is extremely 
high. Perhaps doctors hear more about this than 
anyone else. Hospital administrators and purchas- 
ing agents for such institutions no doubt do their 
best, yet they must be guided by useful technics 
and principles used in current industrial purchasing. 
The authors have combined experience with re- 
search and present valuable material on the topic 
of how to improve and reduce the cost of patient 
care. 
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>» THE HEAD, NECK, AND TRUNK. Muscles and 
Motor Points. By Daniel P. Quiring, Ph.D., late head of the 
Anatomy Division, Cleveland Clinic Foundation and Asso- 
ciate Professor of Biology Western Reserve University; and 
John H. Warfel, Ph.D., Assistant Professor of Anatomy, 
The University of Buffalo, School of Medicine, Buffalo, New 
York. Ed. 2. Cloth. Pp. 124, with illustrations. Price $3.25. 
Lea & Febiger, Washington Square, Philadelphia 6, 1960. 


This book is a companion to a volume by the same 
authors, entitled The Extremities. In general the 
book may be described as a simplified atlas; it has 
been prepared for students of human anatomy, 
surgeons, physical therapists, and dentists. For this 
second edition, terminology has been corrected to 
match current editions of the big anatomy texts, 
and some illustrations have been redrawn. 


>» THE ANONYMOUS MYCOBACTERIA IN HUMAN 
DISEASE. The Sixth Annual Ivan H. Mattson I Memorial 
Conference, of The University of Texas Southwestern Medi- 
cal School and Dallas Tuberculosis Association. Edited by 
John S. Chapman, M.D., Assistant Dean for Postgraduate 
Education and Professor of Internal Medicine, The Univer- 
sity of Texas, Southwestern Medical School. Cloth. Pp. 173, 
with illustrations. Price $7.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1960. 


The proceedings of a conference are presented in 
this book in usual style of “paper and discussion.” 
A wide range of specialized topics are enlarged 
upon; most are related to clinical experience with 
the anonymous mycobacteria, including treatment 
by chemotherapy and surgical operation. 


NEUROLOGICAL AND NEUROSURGICAL NURS- 
ING. By C. G. de Gutierrez-Mahoney, M.D., Director of 
the Neurological Division and Neurosurgeon-in-Chief, St. 
Vincent’s Hospital New York, N.Y.; Clinical Professor of 
Neurosurgery, New York University Post-Graduate Medical 
School; National Consultant Neurosurgeon, United States 
Air Force; and Esta Carini, R.N., Ph.D., Chief, Mental 
Health Nursing Services, State of Connecticut Department 
of Mental Health, Hartford, Connecticut; formerly Depart- 
ment Head of the Neurological Division and Instructor of 
Neurological and Neurosurgical Nursing, St. Vincent’s Hos- 
pital, New York, N.Y. Ed. 3. Cloth. Pp. 413, with illustra- 
tions. Price $6.50. The C. V. Mosby Company, 3207 Wash- 
ington Boulevard, St. Louis 3, 1960. 


Since 1956, when the last edition of this text was 
published, many advances in neurology have taken 
place, largely in the field of neuropharmacology. A 
few of them are: 


The ataractic drugs have almost completely eliminated 
frontal leukotomy in the treatment of mental disease, while 
the introduction of urea has facilitated surgery in patients 
with increased intracranial pressure. The decompressive 
qualities of urea have also achieved satisfactory results in 


the management of patients with cerebral edema associated 
with toxic encephalitis. Additional advances have been made 
possible by the continued emphasis on intracranial aney- 
rysms and vascular malformations, the more frequent use 
of surgical measures in dealing with parkinsonism, and the 
ambulation of patients within twenty-four hours after op. 
eration for trigeminal neuralgia, intracranial tumors, and 
ruptured discs. 


In addition, such diagnosis methods as _neuro- 
radiology, carotid and vertebral angiography, air 
encephalography, and myelography have become 
more widespread in their use. All of these changes 
are reflected in this new edition of a popular text 
for nurses. 


®» RECENT ADVANCES IN CLINICAL PATHOLOGY, 
Series III. By various authors. General Editor, S. C. Dyke, 
D.M. (Oxon), F.R.C.P. (Lond.). Cloth. Pp. 425, with illus- 
trations. Price $11.50. Little, Brown & Company, 34 Beacon 
Street, Boston 6, 1960. 


This book is series III of a British publication on 
recent advances in clinical pathology. Section 1 
deals with bacteriology, section 2 with chemical 
pathology, section 3 with hematology, and section 
4 with histology. Current opinion on controversial 
topics is outlined in each field. The main purpose 
is to present data in advance of the standard text 
and to place before the reader such controversial 
topics as are of general interest. 


®» BABY TALK. By Morris Val Jones, Ph.D., Specialist in 
Speech and Hearing, School for Cerebral Palsied Children, 
San Francisco, California; formerly, Associate Professor of 
Speech, Illinois State Normal University, Normal, Illinois. 
Cloth. Pp. 96, with illustrations. Price $4.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


The family physician and pediatrician are usually 
the first to learn about the child’s speech difficul- 
ties from the concerned mother. After the child 
has had a complete physical examination to deter- 
mine whether or not there are anomalies or damage 
to the central nervous system or there are any hear- 
ing difficulties, the physician usually decides wheth- 
er a speech therapist should be consulted or if 
maturation and school attendance will bring desired 
progress. Meanwhile, overanxious parents can be 
helpful at home by proper understanding of the 
child and the difficulty. This book is designed pri- 
marily for such parents as a guide to help their 
child overcome these nonorganic articulatory speech 
errors. It can also be a resource for doctors, nurses, 
social workers and other professional persons who 
counsel parents about young children with impaired 
speech. 


GERBER BABY 


SPECIALLY PREPARED 
FOR NEEDED 
IRON AND THIAMINE 


When you recommend cereal for your baby 
patients, you'll find Gerber Cereals provide 
several nutritional benefits. 


First, iron assimilation is assured. Gerber’s 
exclusive cereal formulation contains a 
selected form of iron (sodium iron pyro- 
phosphate) which is as easily absorbed, 
and to the same degree, as the iron found 
in natural sources.* One-half ounce (6 
tablespoons) provides 7 mg. or 100% of 
the Recommended Daily Dietary Allowance 
for infants and young children. 


Second, all Gerber Cereals are enriched 
with the B-vitamins, thiamine, riboflavin 
and niacin. 

Third, they supply appetite satisfaction and 
extra calories. 


Last, digestibility is assured. Gerber 
Cereals are thoroughly pre-cooked for ready 
digestibility. Because of this easy digest- 
ibility, they can be offered to the infant 
as soon as solid food is indicated. 5 vari- 
eties—with Rice Cereal and Barley Cereal, 
recommended as starters because they’re 
one-grain and hypo-allergenic. 


BABIES ARE OUR BUSINESS...OUR ONLY BUSINESS! ° 


GERBER. BABY FOODS 


*A.M.A. Journal of Diseases of Children, 95:109-119, 1958 
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to control inflammation, swelling 
and pain in ACCIDENTAL TRAUMA 

and general surgery” 
In a study of 491 cases that included 47 fractures, 
45 tonsillectomies, 61-herniotomies and 31 cyst re- 
movals, it was concluded that: “chymotrypsin re- 
duces or prevents traumatic and surgical edema 
and hematoma, accelerates absorption of blood and 
lymph effusions, reduces pain, promotes wound- 
healing, and may enhance or augment the action 
of antibiotics." ins 
route to 
faster 


healing at 
any location 


1. Cigarroa,.LG.: J. Internat. Coll. Surgeons 34:442, 
1960. 2. Teitel, L. H., et a/.: Indust. Med. 29:150, 
1960. 3. Billow, B. W., et a/.: Southwestern Med. 
41 :286, 1960. 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS > Armour Means Protection 


\ 


for one thing 


THE SUPERIOR SYSTEMIC ANTI-INFLAMMATORY ENZYME 


CHVMAR 
Chymar Aqueous and Chymar (in oil) contain chymotrypsin, a 
proteolytic enzyme with systemic anti-inflammatory and antiede- 
matous properties ACTION: Reduces inflammation of all types; 
reduces and prevents edema except that of cardiac or renalorigin, 
hastens absorption of blood and lymph extravasates, restores local 
circulation; promotes healing; reduces pain. INDICATIONS: 
Chymar ts indicated in resp y dit to liquefy thickened 
secretions and suppress inflammation of mucosa and bronchiolar 
tissue, in accidental trauma to speed reduction of hematoma and 
edema, in inflammatory dermatoses to ameliorate acute inflam- 
mation in conjunction with standard therapies; in gynecologic 
conditions to suppress inflammation and edema and stimulate 
healing, in surgical procedures to minimize surgical trauma with 
inflammation and swelling, in genito-urinary disorders to reduce 
pain and promote faster resolution, in ophthalmic and otorhinol- 
aryngic conditions to jessen hematoma, edema and inflammatory 
changes; in dental procedures to lessen pain and gum tissue 
trauma, with inflammation and swelling, in reaction to extractions 
or surgery PRECAUTIONS: Chymar and Chymar Aqueous are for 
intramuscular injection only. Although sensitivity to chymotrypsin 
is allergic or reactions may occur as with 
any foreign protein. The usual remedial agents should be readily 
available in case of untoward reaction. Precautions (scratch test- 
ing for Chymar, seratch or intradermal testing for Chymar Aqueous) 
should be exercised in those patients with known or suspected 
allergies or sensitivities. DOSAGE: 0.5 cc. to 1.0 cc. deep intra- 
muscularly once or twice daily, depending on severity of condition. 
Decrease frequency as course of condition is altered. In chronic 
or recurrent conditions, 0.5 cc. to 1.0 cc. once or twice weekly. 
SUPPLIED: 5 cc. vials, 5000 Armour Units of proteolytic activity 
per cc. 


© Jan. 1961, A. P. Co. 
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New films 
for the surgeon 


ROUNDPUPIL INTRACAPSULAR 
CATARACT EXTRACTION 
by Louis J. Girard: 


A detailed demonstration of a technic 
which is: designed to anticipate and 
prevent many of the serious complica- 
tions of cataract surgery. In addition 
to the procedure itself, the film covers 
preoperative preparation, the induction 
of anesthesia and akinesia, and post- 
operative care. Each step in the proce- 
dure is shown first from the operative 
site, and then (at greater magnifica- 
tion) from the surgeon’s viewpoint. 

16 mm., color, sound, 15 min. 


TUCKING OF THE SUPERIOR 
OBLIQUE MUSCLE TENDONS 
by Louis J. Girard: 


A detailed demonstration of a technic 
of tendon shortening employed in the 
correction of hypertropia due to paresis 
of the superior oblique. In addition to 
the surgical procedure itself, the film 
outlines preoperative tests for differ- 
ential diagnosis, postoperative care, 
and postoperative tests for evaluating 
the success of surgery. 


16 mm., color, sound, 15 min. 


For infections of the “EU R A C ; N’ 


brand of nitrofurazone 


Ophthalmic Liquid and Ointment provide 
prompt, wide-spectrum bactericidal action in 
conjunctivitis, blepharitis, dacryocystitis, kera- 
titis, hordeolum and lid abscesses. Also highly 
effective in the prevention of postoperative tia 

_ infections. 


Films may be obtained by writing to: 
r) Dr. Paul F. MacLeod, Medical Director 
A EATON LABORATORIES, NORWICH, NEW YORK 
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oral aminophylline 


readily tolerated 


A 


one dose q.12h. maintains effective uniform 
blood levels in cardio-pulmonary conditions 


Many patients who cannot tolerate ordi- 
nary aminophylline tablets can now take 
Aminophylline Dura-Tab S.M. without gas- 
tric irritation. The reason: only a fraction 
of this sustained-action aminophylline con- 
tacts the gastric membranes — the balance 
being absorbed slowly all along the intes- 
tinal tract. 


Comples and literature upon request. 


Wynn PHARMACAL CORPORATION 
Lancaster Ave. at 51st Street, Philadelphia 31, Pa. 


Al4 


by almost every patient 


one dose q. 12 h. (1 to 2 Aminophylline Duras 
Tabs) in adults maintains effective blood levels. 
For children under 10, one-half Dura-Tab q. 8 to 
10 h. @ Indicated in bronchial asthma, pul- 
monary emphysema, congestive heart failure, 
angina pectoris, paroxysmal dyspnea and 
Cheyne-Stokes respiration. 


Bottles of 30, 100, 250—cost comparable to 
ordinary aminophylline tablets. 
*U. S. Patent No. 2,895,881 


Two Pyridium tablets t.i.d., prescribed along 
with any antibacterial of your choice, relieve 
the pain of urinary infection in only 30 min- 


utes. During the first 3 to 4 days of therapy, 
Pyridium will make your patient comfort- 


able until the antibacterial reduces inflam- 


mation and controls the infection. 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCI 


AVERACE DosE: Adults—2 tablets t.id. Children (9 to 
12)—1 tablet t.i.d. suppiiep: 0.1 Gm. tablets, bottles of 
50. PRECAUTIONS: Pyridium is con- 
traindicated in patients with 
renal insufficiency and/or severe 
hepatitis. Full dosage information, 
available on request, should be 
consulted before initiating therapy. 


MORRIS PLAINS. 
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..-Yigidity, tremors, and contractures — all 
respond to the long, cumulative action of 
COGENTIN (a bedtime dose often controls 
symptoms for 24 hours'). COGENTIN also 
exerts “a highly selective action against... 
fixed facies, dysphonia, dysphagia, faulty 
posture, muscle cramps, and ‘freezing’ of 
the legs.’ Parkinsonism due to tranquilizer 
therapy “‘is easily alleyiated by CoGENTIN,”* 
even after other drugs fail.‘ 


Dosage: Dosage must be individualized. In arteriosclerotic, 
; idiopathic, or postencephalitic parkinsonism, the usual dos- 
e age is 1 to 2 mg. daily, with a range of 0.5 to 6 mg. daily. 
ser In parkinsonism induced .by phenothiazines or rauwolfia 
compounds, the recommended dosage is 1 to 4 mg. once or 
twice a day. 
5 Additional information on-CoGENTIN is available to physi- 
cians on request. 


Now available: Injection CocenTiIN, 1 mg. per c¢., ampuls 
of 2 cc. Also available: Tablets Cocentin (quarterscored), 


f 2 mg., bottles of 106 and 1000. 

é References: 1. A.M.A. Council on Drugs: New and Non- e 
6 official Drugs 1959, Philadelphia, J. B. Lippincott Company, 

a 1959, p. 252. 2. Doshay, L. J.: J.A.M.A. 162:1081, 1956. 


8. Ayd, F.J,: Clin. Med. 6:387, 1959, 4. May, R, H:: Am. J. 
Psychiat, 116:860, 1959. 
COGENTIN is a trademark of Merck & Co., Inc. 


mQo MERCK SHARP & DOHME 
a4 Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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After a history and a physical ruled out organic disease, 
the physician diagnosed the case as recurring states of 
anxiety. To relieve these symptoms for this busy, on-the-go 
housewife, he prescribes Meprospan-400, the only 
meprobamate in sustained-release form. 


Calm and relaxed, the patient is no longer upset by th 
pressures and irritations met in everyday life, nor is she 
likely to be incapacitated by autonomic disturbances, 
drowsiness, ataxia or other untoward reactions. 


Peacefully asleep, the patient enjoys beneficial rest... 


4 Meprospan-400 has relieved the tensions that previously 
4 prevented sleep or kept her tossing and turning through- 
d out the night. 


As directed, the patient takes one Meprospan- 


400 capsule 
at breakfast. Her symptoms of tension and nervousness 
are soon relieved, and she will not have to remember to 
take another capsule until dinnertime. 


Alert and attentive, the patient participates in a P.T.A. 
meeting, following her second capsule of Meprospan-400 
taken with the evening meal. Meprospan-400 does not 
decrease her mental efficiency or interfere with her normal 
activities or behavior. 


most widely prescribed tranquilizer . . . 
most convenient dosage form... 


ONE CAPSULE LASTS 12 HOURS 


Meprospan-400 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One capsule at breakfast lasts all day, one capsule with 
evening meal lasts all night. Supplied: Meprospan-400, each blue- 
topped sustained-release capsule contains 400 mg. Miltown. Also 
available: Meprospan-200, each yellow-topped sustained-release cap- 
sule contains 200 mg. Miltown. For children: Capsules can be opened 
and the coated granules mixed with soft foods or liquids. 


Both potencies in bottles of 30. 
Samples and literature available on request. 


Ww) WALLACE LABORATORIES / Cranbury, N. J. 
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keep the arthritic woman in Motion ... 
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with the first total anti-arthritic therapy 


More than just anti-inflammatory therapy 
alone... DELENAR stops rheumatic inflamma- 
tion, with the more active corticosteroid, 
DERONIL...and DELENAR relaxes painful 
muscle spasm with a proved muscle relaxant 
...and DELENAR quickly relieves motion-stop- 
ping pain with better tolerated aluminum aspi- 
rin...for comfortable restoration of motion.” 


Now you can restore motion safely, surely with 
DELENAR in mild rheumatoid arthritis, early 


osteoarthritis, rheumatism, spondylitis, fibro- 
sitis, myositis, chronic fibromyositis. 
Formula: 


DeroniL” (Dexamethasone) ......... 0.15 mg. 
lowest dosage anti-inflammatory steroid 
Orphenadrine HC] 15 mg. 
proved muscle relaxant 

Aluminum Aspirin ...............:000008 375 mg. 


fast analgesic relief of motion-stopping pain 


1. Ernst, E. M.: Pennsylvania M. J. 63:708 (May) 1960. / 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 


prescribe 


® 
anti-inflammatory 


relaxant 
analgesic 
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for the new mother 


A new baby in the family, whether the first or 
the fourth, makes it necessary for the whole 
family, particularly the mother, to adjust. For 
this, time is needed. 


Your postpartum patient looks to you for advice 
on the best way to plan ahead. 


Security —two ways 

She experiences special physical comfort when 
you prescribe either the regular RAMSES® Dia- 
phragm or the new RAMSES BENDEX,® an 
arc-ing type diaphragm. 


The regular RAMSES Diaphragm, suitable for 
most women, is made of pure gum rubber, with 
a dome that is unusually light and velvet smooth. 
The rim, encased in soft rubber, is flexible in all 
planes permitting complete freedom’ of motion. 


For those women who prefer or réquire an arc- 
ing type diaphragm, the new RAMSES 
BENDEX embodies all of the-superior features 
of the conventional RAMSES Diaphragm, 
together with the very best hinge mechanism 
contained in any arc-ing diaphragm. It thus 
affords lateral flexibility to supply the proper 
degree of spring tension without discomfort. 


For added protection— 
RAMSES “10-Hour” Vaginal Jelly° 


To give your patient the full protection of the 
diaphragm and jelly method—at least 98 per 
cent effective’ RAMSES Jelly is uniquely suited 
for use with either type of RAMSES Diaphragm. 
It is not static, but flows freely over the dia- 
phragm rim to add lubrication and form a sperm- 
tight seal maintained for ten full hours. It is 
nonirritating and nontoxic. 

You can now prescribe a complete unit with 
either type of diaphragm. RAMSES “TUK-A- 
WAY’”® Kit #701 contains the regular RAMSES 
Diaphragm with Introducer and a 3-ounce tube 
of RAMSES Jelly; the #703 Kit contains the 
RAMSES BENDEX Diaphragm and Jelly. 
Each in attractive zippered case. At all pre- 
scription pharmacies. 


Reference: 1. Tietze, C.: Proceedings, Third International 
Conference Planned Parenthood, 1953. 


RAMSES, BENDEX, and “TUK-A-WAY” are registered trade- 
marks of Julius Schmid, Inc. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a base 
of long-lasting barrier effectiveness. 


Julius Schmid, Inc. 
423 West 55th Street, New York 19, N. Y. 


® Diaphragm 
WIMACL and Jelly 
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MORRIS PLAINS, NU 


for urinary infections © 


BACTERIAL 
CONTROL 
WITHOUT 
RESISTANT 


As resistance develops to more and more antibacterials, many 
physicians choose Mandelamine as their antibacterial of first 
choice in urinary infections. Mandelamine acts specifically in the 
urinary tract, and is effective against most urinary pathogens 
(including antibiotic-resistant Staph.). Resistant strains have 
not developed. Sensitization in any form has not occurred, even 
after prolonged use...and Mandelamine is economical, too. 


MANDELAMINE 


brand of methenamine mandelate 
the urine-specific antibacterial . 
Full dosage information, available on request, should be consulted before initiating therapy. 
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V-CILLIN 


(penicillin V potassium, Lilly) 


intense antibacterial activity 


V-Cillin K produces greater anti- 
bacterial activity in the. serum 
against the common pathogens 
than any other oral penicillin.'-* 


unsurpassed safety 


No form of penicillin has been 
shown to be less allergenic or less 
toxic than V-Cillin K.45 


proved clinical effectiveness 


Documented experience with 
penicillin V and potassium peni- 
cillin V reveals the clinical excel- 
lence of V-Cillin K. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


133216 


Now at lower cost to 
your patient 


Prescribe V-Cillin K, in scored 
tablets of 125 and 250 mg., or 
V-Cillin K, Pediatric, in 40 and 
80-cc. bottles. 


References 


1. McCarthy, C. G., and Finland, M.: Ab- 
sorption and Excretion of Four Penicillins, 
New England J. Med., 263:315, 1960. 
2. McCarthy, C. G., Hirsch, H. A., and 
Finland, M.: Serum Levels after Single 
Oral Doses of 6-(a-phenoxypropionamido) 
Penicillanate and Penicillin V, Proc. Soc. 
Exper. Biol. & Med., 103:177, 1960. 
3. Griffith, R. S.: Comparison of Antibiotic 
Activity in Sera after the Administration 
of Three Different Penicillins, Antibiotic 
Med. & Clin. Therapy, 7:129, 1960. 
4. Editorial: New England J. Med., 263: 
361, 1960. 5. Editorial: New York J. 
Med., 60:498, 1960. 
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Conventions and 
meetings 


American College of Osteopathic In- 
ternists, Eastern study conference, War- 
wick Hotel, Philadelphia, March 10-12. 
Conference Secretary, Ralph Tomei, 3533 
Ryan Ave., Philadelphia 36, Pa. 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Denver 
Hilton Hotel, Denver, Colo., October 
29-November 2. Executive Secretary, 
Charles L. Ballinger, Box 40, Coral 
Gables, Fla. 


American Osteopathic Association, 
Sixty-Sixth Annual Convention, Las 
Vegas, Nev., January 15-18. Pro- 
gram Chairman, W. Clemens An- 
dreen, Andreen Clinic, 1475 Ford 
Ave., Wyandotte, Mich. 


American Osteopathic College of Proc- 
tology, refresher course, March 20-21; 
annual clinical assembly, March 22-24, 
The Rice Hotel, Houston, Texas. Pro- 
gram Chairman, Horace A. Emery, 2901 
Ave. Q, Lubbock, Texas, Secretary, 
Eugene W. Egle, Lackland Clinic, 2335 
Brown Rd., St. Louis 14. 


Arizona, annual meeting, May 12-14, 
Ramada Inn, Phoenix. Program Chair- 
man, L. A. Nowlin, 1325 W. McDowell 
Rd., Phoenix 32. Executive Director, Mr. 
Stanley N. Schultz, Pima Plaza Bldg., 
Suite 213, 2030 E. Broadway, Tucson. 


Canadian Osteopathic Association, an- 
nual meeting, October 5-7. Program 
Chairman, Norman W. Routledge, 15 
Ursuline Ave., Chatham, Ont. Secretary, 
Miss Joyce S. Currie, 609 Medical Arts 
Bldg., Montreal 25, Quebec. 


Colorado, annual meeting, Broadmoor 
Hotel, Colorado Springs, April 13-15. 
Program Chairman, H. V. Anderson, 211- 
12 Carlton Bldg., Colorado Springs. 
Secretary, C. Robert Starks, 1459 Ogden 
St., Denver 18. 


Florida, annual meeting, Carillon Ho- 
tel, Miami Beach, October 2-4. Execu- 
tive Director, Mr. Barton K. Johns, 5009 
Central Ave., Tampa 3. 


Georgia,. annual meeting, Gardens 
Motel, Callaway Gardens, May 15-17. 
Program Chairman, Raymond S. Hough- 
ton, 314 N. Dawson St., Thomasville. 
Secretary, Alfred R. Haight, 2170 Idle- 
wood Rd., Tucker. 
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GERMICIDE 


combines sporicidal and bactericidal 
potency for hospital use. Protects deli- 
cate instruments and keen cutting 
edges during preoperative prepara- 
tion. Kills vegetative pathogens and 
spore formers within 5 min. — the 
spores themselves within 3 hrs. — 
TUBERCLE BACILLI WITHIN 5 MIN. 
Use full strength. 


where sporicidal potency is not essen- 
tial—a powerful instrument disinfect- 
ing solution for ward, doctor’s office, 
dental clinic. No substitute for B-P 

_ GERMICIDE in the operating room— 
but destroys commonly encountered 
vegetative bacteria—is free from phe- 
nol (carbolic acid) -—mercurials. Use 
full strength. 


for premenni instrument disinfection. NO ANTI-RUST 
TABLETS TO ADD—a CONCENTRATE of low surface ten- 
sion—excellent penetrating qualities. 1 oz. mixed with 1 
gal. of water makes a GALLON of non-corrosive solution. 
TUBERCULOCIDAL WHEN DILUTED WITH ALCOHOL. 


BARD-PARKER COMPANY, INC. 


DANBURY. CONNECTICUT 


GP) 


CHLOROPHENYL: HALIMIDE are trademarkS 


A DIVISION OF BECTON, DICKINSON AND COMPANY 


Ask your dealer 


Illinois, annual meeting, Palmer House,’ 


Chicago, April 20-23. Executive Secre- 
tary, Mr. Douglas O. Durkin, Room 521, 
53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, French Lick 
Sheraton Hotel, French Lick, May 20-23. 
Program Chairman, Loyd H. Riley, Odon. 
Secretary, Arabelle Baker Wolf, 4840 N. 
Michigan Rd., Indianapolis 8. 


Iowa annual meeting, Hotel Savery, 
Des Moines, May 7-9. Program Chair- 
man, John W. Campbell, 204 Security 
Bldg., Davenport. Secretary, Mr. Herman 
W. Walter; 519-20 Insurance Exchange 
Bldg., Des Moines 9. 


Maine, annual meeting, Hotel Samoset, 
Rockland, June 22-24, Executive Direc- 
tor, Mr. George R. Petty, Monmouth. 


Minnesota, annual meeting, Lowry 
Hotel, St. Paul, May 4-6. Secretary, E. 
R. Komarek, 301 Granite Exchange 
Bldg., St. Cloud. 


National. Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 17-19. Executive 
Secretary, Stan J. Sulkowski, 409 Scarritt 
Arcade, 819 Walnut St., Kansas City 6. 


New Jersey, annual meeting, Traymore 
Hotel, Atlantic Citv, March 10-12. Pro- 
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in long-term administration, as in Arthritis, 
when aspirin combined with an antacid 1s desired: 


the aspirin buffered with the best 
To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOX ®, the preferred professional antacid. The recognized superiority of MAALOX 
makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 


Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term. requirements of*your arthritic patients. 

Supplied : Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 


WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 
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gam Chairman, Joseph V. Huttnagle, 
igi Bowood Dr., Haddonfield. Clinical 
gaference, Cherry Hill Inn, Delaware 
Township, Sept. 24. Executive Secretary, 
Mr. R. P. Chapman, 1212 Stuyvesant 
Trenton 8. 


New Mexico, annual meeting, Milton 
Hall, New Mexico State University, Las 
Gmces, April 13-15. Program Chairman, 
Ipry Baker, 400 N. Church St., Las 
Gmces. Secretary, Joseph M. Peterson, 
1617 Fourth St., N. W., Albuquerque. 


North Carolina, annual meeting and 
wefresher course, Battery Park Hotel, 
Asheville, October 26-28. Program Chair- 
man, Joseph H. Huff, Box 1177, Burling- 
jon. Secretary, Walter C. Eldrett, 310 S. 
Main St., Hendersonville. 


Ohio, clinical conference, Doctors Hos- 
pital, Columbus, February 17-19. Pro- 
Chairman, Robert L. Turton, 111 
W. Third Ave., Columbus 1. Annual 
meeting, Neil House, Columbus, May 
7-10. Program Chairman, Paul J. Keckley, 
9637 Sullivant Ave., Columbus 4. Exec- 
utive Secretary, Mr. William S. Konold, 
53 W. Third Ave., Columbus 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 1-3. Program Chair- 
man, M. Paul Christianson, 901-02 Pigott 
Bldg., Hamilton. Secretary, Eric B. John- 
ston, 2920 Bloor St., W., Toronto 18. 


Oregon, annual meeting, Eugene Hotel, 
Eugene, June 12-14. Program Chairman, 
D. B. Bond, 290 E. 15th, Eugene. Secre- 
tary, David E. Reid, Box 277, Lebanon. 


Osteopathic College of Ophthalmolo- 
gists and Otorhinolaryngologists, annual 
meeting, Americana Hotel, Bal Harbour, 
Fla., September 26-28. Executive Secre- 
tary, Arthur A. Martin, Box 222, Kirks- 
ville, Mo. 


Pennsylvania, annual meeting, Benja- 
min Franklin Hotel, Philadelphia, May 
18-20. Midyear refresher course, Penn 
Harris Hotel, Harrisburg, October 13-15. 
* Executive Secretary, Mr. Thomas M. 
Fogarty, 1941 Market St., Harrisburg. 


Tennessee, annual meeting, Hotel Pat- 
ten, Chattanooga, April 30-May 3. Pro- 
gram Chairman, Martin R. Caldwell, 
Soddy. Secretary, Paul Grayson Smith, 
Pikeville. 


Texas, annual meeting, The Granada 
Hotel, San Antonio, May 4-6. Program 
Chairman, Clifford E. Dickey, 4021 E. 
Belknap, Ft. Worth 11. Executive Secre- 
tary, Phil R. Russell, 512 Bailey St., Ft. 
Worth 7. 


High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 


New, objective evidence: 


A double-blind study: has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
Ben-Gay® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound, 


The local and systemic effects of 
Ben-Gay were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
Ben-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BrenN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 


'Brusch, C.A., etal. : Md. State Med. J.; 5:36, 1956. 


More efficient salicylate penetra- 
tion of treated area and quicker 
relief of pain is now made pos- 
sible by the water-washable 
GREASELESS-STAINLESS BEN-GAY. 


Vermont, annual meeting, in the Man- 
chester area, September 27-28. Program 
Chairman, Mason B. Barney, Box 336, 
Manchester Center. Clerk, Marian N. 
Rice, 8 Court St., Windsor. 
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Virginia, annual meeting, Williams- 
burg Lodge, Williamsburg, May 25-28. 
Program Chairman, Harold A. Blood, 
228 N. Columbia St., Alexandria. Secre- 
tary, Henry S. Liebert, Jr., 3514 Grove 
Ave., Richmond 21. 


West Virginia, annual meeting, Hotel 
Pritchard, Huntington, May 20-23. Pro- 
gram Chairman, Hoy E. Eakle, Summer- 
ville. Executive Secretary, Mr. Gilbert D. 
Brooks, 313 Berman Bldg., Charleston 1. 


Wisconsin, annual meeting, Cerami’s 
Resort, Burlington, May 21-23. Program 
Chairman, James W. Stout, Stout Clinic, 
322 Vine St., Hudson. Secretary, V. L. 
Sharp, 3924 S. 51st St., Milwaukee 19. 


State and 


national boards 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exam- 
ination in Medicine and Surgery, 2747 
E. McDowell Rd., Phoenix 22. 

Basic science examinations March 21 
at the University of Arizona, Tucson. 
Address Millard G. Seeley, Ph.D., secre- 
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tary-treasurer, Board of Examiners in 
the Basic Sciences, University of Arizona, 


The muscle relaxant with an independent pain-relieving action 
® 
% 


& Wallace Laboratories, Cranbury, New Jersey 


(carisoprodol, Wallace) 


low-back patient 
back on the 
payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
—. Get him back to his normal activity— 
and fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.I.D. 


— 
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with WYETH 


successful treatment — 


infectio 


seen in everyday practice 


pleasant-tasting 
pediatric penicillin 
sent him back to school... 


ORAL SUSPENSION 


Benzathine Penicillin G, Wyeth 


reliable absorption and effect 
infrequent dosage requirement 
readily acceptable 


Cherry flavor—300,000.units per 5 cc. teaspoonful, bottles of 2 fl. oz. 
Custard flavor—150,000 units per 5 cc. teaspoonful, bottles of 2 fl. oz. 


Although infrequent, adverse reactions to many modern drugs may occur. 
For information on limitations, administration, and prescribing of 
BICILLIN, see descriptive literavure or current Direction Circular. 


7 Wyeth Laboratories Philadelphia 1, Pa. 


SERVICE 
TO 
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well tolerated... 


and it cleared her pustular acne... 


CYCLAMYCIN 


Triacetyloleandomycin, Wyeth 


Reliable oral antibiotic for the treatment of infections caused by most 
gram-positive organisms, including many staphylococci resistant to other 
antibiotics. The bacterial spectrum of CycLamycin reduces risk of diarrhea 
and gastrointestinal superinfections. 


Whether in capsules or in pleasant-tasting suspension, CYCLAMYCIN is not 


inactivated by gastric acid, and is well tolerated even by some patients 
reacting adversely to other antibiotics. 


SUPPLIED: Oral Suspension, 125 mg. per 5 cc. teaspoonful, bottles of 
2 fl. oz. Capsules, 125 mg. and 250 mg., vials of 36. 


Although infrequent, adverse reactions to many modern drugs may occur. 
For further information on limitations, administration and prescribing of 
CycLamycin, see descriptive literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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high-performance 
oral antibiotic 
| quickly returned him to his job... 


DARCIL 


Phenethicillin Potassium, Wyeth 


6 
for an added measure of assurance......,..+1 
( 


absorption 


consistently high peak 


serum levels 


lethal action against the 
commonly encountered 
pneumococci, streptococci, 
and gonococci 


lethal action also against : 
clinical isolates of certain 7 
Staph. aureus resistant 

to other antibiotics 


‘ Wyeth Laboratories Philadelphia 1, Pa. 


Reliable Absorption 
Consistent Effectiveness 


Numerous investigators have shown that the absorption of oral anti- 
biotics varies not only from subject to subject, but also in the same 
subject at different times. To provide a high degree of therapeutic assur- 


ance, therefore, requires an antibiotic that is on the average well absorbed. . 


High absorption, of course, implies high serum concentrations which, 
in turn, means an increased likelihood that tissues will be supplied with 
adequate antibiotic, 

The absorption of phenethicillin potassium (Darcit) has been investi- 


gated both by studies of serum concentrations and urinary excretion rates. 


Maximum Absorption Indicated by Prompt, High Peak Serurn 
Levels. Blood level studies demonstrate the reliable absorption of 
phenethicillin potassium. In studies employing single oral doses of 250 
mg. of phenethicillin potassium, Morigi and associates! determined that 
peak serum levels of the antibiotic were attained within an hour after 
ingestion; assayable levels were maintained for 4 to 6 hours. Knudsen 
and Rolinson,? among others, have also demonstrated that phenethicillin 
potassium produces unusually high blood levels. 


Serum Levels Directly Reflect Dose Levels. Cronk and associates* 
performed an interesting experiment that emphasizes the absorption of 
phenethicillin’ potassium. Phenethicillin potassium was given to healthy 


adults in progressively increasing doses. The resultant serum levels were — 


directly proportional to the doses given. 


Average Serum Concentration 
14 Hr. after Administration 
Dose (Mg.) Meg./MI. Units/MI1 
134 ‘ 2.72 as 4.35 
268 4.28 6.85 
536 8.15 13.0 
804 12.3 19.7 
1072 19.1 30.6 
2144 39.6 


Therefore, when treating a patient with a severe infection, the physician 
may, by adequately increasing the dose, produce serum concentrations 
that should be sufficiently great to affect less susceptible pathogens. 


Excellent Absorption Indicated by Urinary Excretion Studies. 
Knudsen and Rolinson;? in a study of 9 fasting subjects, reported that a 
mean of 60% of the dose of phenethicillin potassium was excreted in the 
urine within 6 hours after ingestion of the drug. Cronk and associates 
found a lower, although still high, rate: 24 to 35% of a given dose of 
phenethicillin potassium was excreted in the first 6 hours; almost three- 
quarters of this percentage was excreted in the first 2 hours alone. Morigi 
and associates! collected urines of 10 healthy subjects at 6-hour intervals. 
following a dose given one hour before meals. As can be seen, the 
excretory rate of phenethicillin potassium reflects prompt absorption 
and utilization. 

Average Urine Concentrations Following a Single 

Oral Dose of 250 mg. Phenethicillin Potassium 
0-6 Hrs, 6-12 Hrs. 12-24 Hrs. 
ne’ 
0.4% 0% 


. References: 1. Morigi, E.M.E., Wheatley, W.B., and Albright, H.: 


Antibiotics Ann., 1959-60, pp. 127-132. 2. Knudsen, E.T., and 


Rolinson, G.N.: Lancet 2:1105 (Dec. 19) 1959. 3. Cronk, G.A.,- 


Naumann, D.E., Albright, H., and Wheatley, W.B.: Antibiotics Ann., 
1959-1960, pp. 133-145. 


SUPPLIED: Darci Tablets (peach colored, scored)—250 mg. (400,000 
units), 125 mg. (200,000 units) phenethicillin potassium, bottles of 36 


and 100. Darci for Oral Solution—125 mg. (200,000 units) pheneth- . 


icillin potassium per 5 cc. teaspoonful, bottle of powder to be recon- 
stituted to 60 ce, 

Although infrequent, adverse reactions to many modern drugs may occur. 
For further information on limitations, administration and prescribing 
of Darci, see descriptive literature or current Direction Circular. 
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Contains Acid Receptacles 
Micro Dropper and Direct 


Ploama, v.14. 


Clanicall cauterigalion alt bat. 


Almost painless. No patient apprehension. 


No blood, no heat, no smoke, no infection. 
Exact control, general utility. Profitable. Kit 
is complete with easy directions. Write for 


literature or send us your order. One KIT is 
Pa enough for hundreds of cauterizations, 


KAHLENBERG LABORATORIES 


P.O. BOX 1660 


SARASOTA, FLORIDA 


Arkansas basic science examina- 
tions April 20-21. Address Mr. A. W. 
Ford, Commissioner, Department of Edu- 
cation, Little Rock. 


Colorado basic science examina- 
tions in March. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 


Connecticut examinations March 
14-15. Address Frank Poglitsch, D.O., 
secretary, Osteopathic Examining Board, 
300 Main St., New Britain. 


District of Columbia basic science 
examinations in April. Address Mr. Paul 
Foley, Deputy Director, Department of 
Occupations and Professions, 1740 Mas- 
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sachusetts Ave., N.W., Washington 6, 
D.C. 


Hawaii For information on exam- 
ination dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 
lulu 14. 


Illinois examinations in April. Ap- 
plications must be filed by the middle 
of March. Address Mr. Frederic B. 
Selcke, superintendent, Department of 
Registration and Education, Capitol 
Bldg., Springfield. 


Iowa examinations in May. Appli- 
cations must be filed 15 days prior to 
examination. Address Mr. Herman W. 


Walter, assistant secretary, Board of 
Osteopathic Examiners, 519-20 Insurance 
Exchange Bldg., Des Moines. 

Basic science examinations April 11] at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


Minnesota basic science examina- 
tions April 4 at the University of Min- 
nesota, Minneapolis. Address Raymond 
N. Bieter, M.D.,  secretary-treasurer, 
Board of Examiners i in the Basic Sciences, 
105 Millard Hall, University of Min. 
nesota, Minneapolis 14. 


Missouri examination in May. Ad- 
dress Mr. John A. Hailey, executive sec- 
retary, Board of Registration for the 
Healing Arts, P. O. Box 4, Jefferson 
City. 


Montana examinations March 7, 
Address Warren E. Monger, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 64, Dillon. 


Nevada basic science examinations 
April 4. Address Kenneth C. Kemp, 
Ph.D., secretary, Board of Examiners in 
the Basic Sciences, Box 9355, University 
of Nevada, Reno. 


New Hampshire examinations 
March 8-11. Address Edward W. Colby, 
M.D., secretary, Board of Registration 
in Medicine, State House, Concord. 


New Mexico basic science exam- 
inations April 16. Address Mrs. Mar- 
guerite Cantrell, secretary, Board of Ex- 
aminers in the Basic Sciences, Box 1522, 
Santa Fe. 


Puerto Rico examinations March 7. 
Address Mr. Joaquin Mercado Cruz, sec- 
retary, Board of Medical Examiners, De- 
partment of State, Box 3271, San Juan. 


Rhode Island examinations April 
7-8. Address Mr. Thomas B. Casey, 
Administrator of Professional Regulation, 
366 State Office Bldg., Providence. 


Tennessee basic science examina- 
tions given every 3 months. Address O. 
W. Hyman, M.D., secretary, Board of 
Basic Science Examiners, 62 S. Dunlap, 
Memphis 3. 


Wisconsin basic science examina- 
tions April 8, Room 145, Birge Hall, 
University of Wisconsin, Madison. Appli- 
cations must be filed by March 30. Ad- 
dress W. H. Barber, D.Sc., secretary, 
Board of Examiners in the Basic Sciences, 
621 Ransom St., Ripon. 


British Columbia examination in 
June. Applications must be filed 90 days 
prior to examinations. Address Lynn 
Gunn, M.D., registrar, Council of Col- 
lege of Physicians and Surgeons, 1807 
W. 10th Ave., Vancouver 9. 
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by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia media. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
l-year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually. 

The National Board of Examiners will 
conduct Part III examinations April 15 
and 16, 1961, at the College of Osteo- 
pathic Physicians and Surgeons, Phila- 
delphia College of Osteopathy, Detroit 
Osteopathic Hospital, and Kansas City 
College of Osteopathy and Surgery. 

Applications for Part III must be filed 
with the secretary of the Board not later 
than March 15. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office 
of the secretary not less than 30 days 
prior to the examination. 

All candidates are reminded that the 
examinations must be completed within 
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T AS A REMINDER... 


i. 
IN ACUTE OTITIS MEDIA 
SAFE AURALGESIC 


EXTERNAL OTITIS 
ALLERGIC EARS 


a period of 7 years. Candidates who 
took Part I in 1954 must take Part III in 
1961 or forfeit the right to complete the 
examinations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteop- 
athy; Part II, satisfactory completion of 
Part I and of the first two quarters or 
trimesters of the senior year in an ap- 
proved osteopathic college; Part III, sat- 
isfactory completion of Part II and at 
least 6 months of a l-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Reregistration 
osteopathic licenses 


Before March 1—Colorado, $2.00 resi- 
dents; $10.00 nonresidents. Address Miss 
Mary M. McConnell, executive secretary, 
Board of Medical Examiners, 715 Repub- 
lic Bldg., Denver 2. 

April 1—Montana, $2.00 residents in 
active practice; $1.00 nonresidents in ac- 
tive practice. Address Warren E. Monger, 
D.O., secretary, Board of Osteopathic 
Examiners, Box 64, Dillon. 

May 1—Washington, $2.00. Address 
Mr. Thomas A. Carter, secretary, Pro- 
fessional Division, Department of Li- 
censes, Olympia. 
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RELIEVES THE SYMPTOMS OF BRONCHIAL ASTHMA 
the wheezing, dyspnea, acute emphysema, defective 
pulmonary function, and hypoxia 


DECADRON often eliminates or rapidly reduces dyspnea and 

: significantly diminishes objective findings of acute emphysema. 
Further, dexamethasone increases cardiopulmonary efficiency, 
improves alveolar ventilation, and reduces hypoxia.!* 


o : ATTACKS THE ALLERGIC PROCESS IN BRONCHIAL ASTHMA 
the impaired capillary permeability, the mucous membrane edema, 
the smooth muscle spasm, and decreased airway patency 


Reports indicate that treatment with DECADRON can be expected 
to restore normal capillary permeability and relieve mucosal 
edema, to correct bronchospasm, and increase airway patency.?* 


IMPROVES THE GENERAL STATE AND SENSE OF HEALTH 
Fatigue, loss of sleep, and inadequate nutrition rapidly debilitate 


the patient in severe or persistent asthma. 


(Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, ed. 10, Philadelphia, 
W. B.S ders Company, 1959, p. 489.) 


The “tonic effect” ” of dexamethasone often promotes a sense of 
well-being, leading to improvement in the general state of 
health, and restoration of normal nutrition and enjoyment of 
food.” 7" When corticosteroids are indicated in bronchial 
asthma, DECADRON is a “medication of choice.” ? 


bronchial asthma 


REFERENCES: 

1. Ricciardi, S., et al.: Minerva med. 50:946, 1959. 2, Cagli, V., et al.: Minerva med, 50:941, 1969. 
3. Bickerman, H. A., et al.: Physiologic and steroid therapy in respiratory disease, Scientific 
Exhibit, A.M.A. Convention, Atlantic City, New Jersey, June 8-12, 1959. 4, Krantz, J. C., Jr.: 
Pennsylvania M. J. 62:1817, 1959. 5. Beck, G. J.: Pre- and postoperative management 

of patients with bronchopulmonary disease, Scientific Exhibit, A.M.A. Convention, Atlantic City, 
New Jersey, June 8-12, 1959. 6. Barach, A. L., and Pons, E. R., Jr.: Ann, New York Acad. 

Se. 82 (Art. 4): 963, 1959. 7, Rudolph, J. A., and Rudolph, B. M.: Ann. Allergy 17:710, 1959, 

8. Galli, T., and Mannetti, C.: Minerva med, 50:949, 1959. 9. Spies, T. D., et al.: South, 

M. J. 51:1066, 1958. 10. Cerutti, P.: Minerva med. 50:917, 1959. 11. Chervinsky, P.: 

Ann, Allergy 17:714, 1959. 

Initial dosage depends on the type and severity of the condition. Generally between 1.5 mg. and 
3 mg. per day is adequate; this should be reduced to maintenance level when control has been 
established. DECADRON is supplied as 0.75-mg. and 0.5-mg. scored, pentagon-shaped tablets 

and as Injection DECADRON Phosphate in 5-cc. vials, each cc. containing 4 mg. of dexamethasone 
21-phosphate as the disodium salt. Additional information available to physicians on request. 


DECADRON is a trademark of Merck & Co., Inc. 


DEXAMETHASONE 


TREATS MORE PATIENTS MORE EFFECTIVELY 


“Oo) MERCK SHARP & DOHME * Division of Merck & Co., INc., West Point, Pa. 
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WELLCOME & C0. 


uncommon 
relief 

for the 

common 


provide total therapy 


nasal decongestant - antihistaminic 
analgesic + antipyretic 


for symptomatic relief 


aches - fever + pain respiratory tract 


congestion 


Dosage: Adults and older children: One or two: 
tablets t.i.d. as required. Children 6 to 12 yea, 
of age: One tablet t.i.d. as required. - 
Supplied: Bottles of 100 and 1000. 

Each orange and yellow layered tablet contains: 

‘Sudafed’® brand Pseudoephedrine awe 20 mg. 
‘Perazil’® brand Chloreyclizine Hydrochloride. ... 15 mg. 
Acetophenetidin 

Aspirin (Acetylsalicylic Acid) 

Caffeine 


om piete 


Specialty board 


examinations 


Pathology examinations May 4-5 
at Detroit Osteopathic Hospital. The 
practical and oral examinations will be 
given May 4, while the written examina- 
tion will be given May 5. Address O. 
Edwin Owen, D.O., secretary, American 
Osteopathic Board of Pathology, Youngs- 
town Osteopathic Hospital, 1319 Flor- 
encedale Ave., Youngstown 4, Ohio. 
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Hearing 
impairments in the 
United States 


The relative frequency of hearing im- 
pairments in the United States rises rapid- 
ly with advance in age, according to a 
report by the U. S. National Health 
Survey on “Impairments of Type, Sex, 


*Reprinted from Public Health Reports, Decem- 
ber 1960. 


and Age, July 1957—June 1958.” The 
frequency increases in the following 
manner: 


Age period Rate per 1,000 
(years) persons 
All ages 34.6 
Under 25 79 
25-44 20.6 
45-64 52.2 
65-74 129.2 
75 and over 265.4 


More than two-fifths of the estimated 
5,800,000 people in the Nation with im- 
paired hearing are 65 years or over, an 
age group constituting one-twelfth of the 
total population. More than half a million 
people under 25 years and nearly a mil- 
lion in the age group 25-44 years are 
affected by such impairments. 

Other findings are that hearing difficul- 
ties are more common among males than 
among females; 40 out of 1,000 males 
have such impairments, a rate one-third 
higher than for females. 

The higher prevalence rate for males 
may reflect their greater exposure to acci- 
dents and noise hazards in industry. In 
fact, the proportion of hearing impair- 
ments traced to injury is one-fifth among 
males compared with one twenty-fifth 
among females. 


Growth trends 


in the teen ages* 


There is convincing evidence from a 
variety of sources that teen-agers cur- 
rently are taller and heavier than those 
of earlier generations. However, in inter- 
preting these trends the limitations of 
the data should be taken into account. 
The various studies on height and weight 
are not based on cross sections of the 
teen-age population or on matched sam- 
ples of successive generations. Accord- 
ingly, the figures cited in this article 
indicate the general trends of teen-age 
growth and give only approximate meas- 
urement of the changes. 

New height-weight data for insured 
teen-agers are available from the Build 
and Blood Pressure Study, 1959, con- 
ducted by the Society of Actuaries. These 
data, which relate to persons accepted for 
ordinary life insurance between 1935 and 
1953, may be compared with the facts 
for teen-agers insured between 1885 and 
1900, derived from the Medico-Actuarial 
Mortality Investigation. Both groups of 
policyholders were drawn mainly from 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, October 1960. 
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the urban population, but the insured 
in the more recent study were more 
representative of the general population 
than were those in the previous investi- 
gation with respect to economic status 
and ethnic composition. The average 
height of boys 15-16 years of age is 
1.8 inches greater in the new study than 
in the earlier one; for boys at ages 17-19, 
the gain was 1.6 inches. For girls, the 
corresponding increases in average height 
were 0.6 and 0.4 inches, respectively. 

Reflecting in part the increase in 
height, the average weight for 15- and 
16-year-old boys in the new study ex- 
ceeded by somewhat over 10 pounds that 
in the earlier investigation; at ages 17-19 
the gain was only slightly less. For girls, 
however, the average weight increased 
only 1.3 pounds at ages 15-16, and 
actually decreased 3.2 pounds at 17-19 
years. If weights at specific heights are 
compared, it is found, for example, that 
medium height boys at ages 15-16 are 
about 4 pounds heavier and at ages 
17-19 about 3 pounds heavier in the 
new than in the earlier study. For 
medium height girls the average weights 
for 15-16-year olds were about the same 
in the two studies, while the average 
for 17-19-year olds decreased 3 or 4 
pounds. Inasmuch as the measurements 
of the insured were taken in ordinary 
indoor clothing, the true differences in 
the averages may be somewhat distorted 


—-particularly for females—by the appre- , 


ciable reduction in weight of clothing 
and shoes, and by the changing trends 
in the height of heels worn by girls. 

The height and weight trends for the 
entire range of teen ages is based on 
various studies. The findings from studies 
among school children and the general 
population indicate appreciable increases 
in height at each teen age, the largest 
gains being recorded for the younger 
of these children. In general, the in- 
creases in average height were about 
the same for boys and girls in the early 
teens, but subsequently were more pro- 
nounced for the boys. Gains in average 
weight were large for boys at each of 
the teen ages but only for the younger 
girls. The smaller gains in height and 
weight for girls than for boys in the 
late teens are due to the earlier physical 
maturity and shorter final stature of 
girls, and their vogue for slenderness. 

Additional facts on growth trends in 
the late teens are available from studies 
on college students. Data obtained by 
the American College Health Association 
on about 160,000 students in 104 col- 
leges in the years 1948-50 were analyzed 
by the Department of Agriculture and 
compared with similar information on 
about 40,000 in 13 colleges in 1928-30. 
Because of the larger number of colleges 
included in the new study and because 
of marked changes in the composition of 
the college student population, the dif- 
ferences reported are only approximate 
measures of change. The average height 
at every age from 16 through 19 was 
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after 5 years of research and 41,000 
patient days of clinical testing 


a new infant formula 


nearly identical to mother’s milk’ in nutritional breadth and balance 


Enfamil 


Infant formula 


In a well controlled institutional study,2 Enfamil was thoroughly tested in 
conjunction with three widely used infant formula products. These investi- 
gators reported that Enfamil produced ¢ good weight gains ¢ soft stool 


consistency ¢ normal stool frequency 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the Consultation of the Committee on Maternal and 
Child Feeding of the Food and Nutrition Board, National Research Council: The Composition of Milks, 
Publication 254, National Academy of Sciences and National Research Council, Revised 1953. 2. Brown, 


G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and R I.: Eval 
Infant Nutrition; Use of the Latin Square Technique, J. Pediat. 56:391 (Mar.) 1960, 


of Prepared Milks in 


\ Mead Johnson 


Symbol of service in medicine 


greater for the students of 1948-50 than 
for these 20 years earlier. 

The increases among boys ranged from 
1.5 inches at age 16 to 0.8 inches at 
age 19, but were somewhat smaller for 
the girls. Striking gains were found in 
the average weight of teen-age college 
students: 13 pounds for the men and 
from 4 to 6% pounds for the women. 
Here again the gain in weight is partly 
accounted for by the increase in height. 
Thus, 18-year-old male students of 
medium height averaged 8 or 9 pounds 
heavier in the recent than in the earlier 
study; for female students of medium 
height, average gain was about 2 pounds. 

The proportion of tall teen-age college 


students has increased. One fourth of 
the 18- and 19-year-old male students 
in 1948-50 were at least 6 feet tall in 
stocking feet, and more than one sixth 
of the female students were 5 feet 7 
inches or taller. Among college students 
of 1928-30, the proportions were one 
seventh and one ninth, respectively. 
The greater height and weight of the 
present generation of teen-age children 
reflects primarily better nutrition, ad- 
vances in medicine and public health, 
and generally higher standards of living. 
To some extent also, the growth trends 
are due to the attainment of physical 
maturity at a somewhat younger age, on 
the average, than in earlier generations. 
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WHAT'S NEW 
AND SPECIFIC 
FOR NIGHT 
CRAMPS 
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INCREASES AND MAINTAINS BLOOD FLOW FOR 10-12 HOURS 


“NUSUALLY GOOD”' VASODILATION Roniacol Timespan produced significant or complete relief of night cramps 
in a majority of patients.” Action: specific dilation of peripheral vessels.* Result: Roniacol increases blood 
flow to ischemic extremities.*-* 


ONE DOSE EFFECTIVE ALL NIGHT New, sustained-release Roniacol Timespan brings convenience and protection 
to your patients with night cramps—precludes interrupted sleep by providing nightlong prophylaxis 
with a single evening dose. 


NO CONTRAINDICATIONS—NEGLIGIBLE SIDE EFFECTS Unlike sympathetic blocking agents, Roniacol is selective— 
produces no cardiac stimulation, no hypotension, no gastrointestinal stimulation*’”—may be used safely 
in the presence of gastritis, peptic ulcer or coronary disease. Of 264 patients on Roniacol Timespan, 

only thirteen experienced side effects—none of them major.” 


RONIACOL TIMESPAN for intermittent claudication, night cramps, cold hands and feet, in such, 
peripheral vascular conditions as generalized or cerebral arteriosclerosis, Buerger’s disease, 
varicose and decubitus ulcers, Meniere’s syndrome® and vertigo due to impaired 

cerebral circulation. 


DOSAGE: One or two Roniacol Timespan tablets in the morning and at night. 


SUPPLY: Tablets of 150 mg, bottles of 50. When prolonged effects are not desired, 
prescribe Roniacol Tartrate Tablets, 50 mg, or Roniacol Elixir, 50 mg per teaspoonful (5 cc). 


REFERENCES: 1. R. E. Sumner, Personal Communication. 2. Reports on File, Roche Laboratories. 

3. E. C. Texter, et al., Am. J. M. Sc., 224:408, 1952. 4. M. M. Fisher and H. E. Tebrock, 

New York J. Med., 53:65, 1953. 5. !. H. Richter, et al., New York J. Med., 51:1303, 1951. 6. C. M. Castro 
and L. De Soldati, Angiology, 4:165, 1953. 7. R. M. N. Crosby, Am. J. M. Sc., 225:61, 1953. 

8. J. Dosdos and G. E. Arnold, Eye Ear Nose & Throat Month., 38:1035, 1959. 


Roniacol® —brand of beta-pyridyl carbinol. Timespan® 
cESSHED ROCHE LABORATORIES » Division of Hoffmann-La Roche Inc * Nutley 10, N. J. 


TABLETS 


SAFE, SPECIFIC PERIPHERAL VASODILATOR IN THE NEW SUSTAINED-RELEASE FORM 
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IS YOUR 
ULCER PATIENT 
SLEEPING 
ON THE JOB?... 


ABBOTT 


if 
ie 


In one recent study,! new Tral® 75 
mg. Gradumet® halted nighttime ul- 
cer pain in 38 of 43 patients who 
were refractory to the usual meas- 
ures. Through a “metering” process, 
Tral 75 mg. Gradumet gives your 
patient most of the medication when 
he needs it most—in the middle of 
the night. 

In the above study, 43 patients with 
refractory duodenal ulcer were given 
Tral 75 mg. Gradumet—one tablet— 
every 12 hours. Among the findings: 
38 patients—88%—were promptly re- 
lieved of nighttime ulcer pain. The 
other five eventually required surgery. 
Because nocturnal pain was a symp- 
tom in all these patients, its relief, the 
author felt, was especially noteworthy. 

In previous studies,?:3 the author— 
employing a 48 hour intubation tech- 
nique—reported a marked reduction 
in both volume and acidity of noctur- 
nal gastric secretion in ulcer patients, 
following administration of Tral 75 
mg. Gradumet. 


New Form Tailored 

For Nighttime Use: 

In its new 75 mg. form, Tral Gradu- 
met actually “meters” its release so 
that the patient is receiving a meas- 
ured dose of Tral at each point dur- 
ing the sleeping interval. Maximum 
release is timed to coincide with the 
critical 2:00 to 4:00 a.m. peak period 
of nocturnal secretion and discom- 
fort. The unique Gradumet release 
principle is not dependent on pH, mo- 
tility, enzymatic activity or other var- 
iables. In fact, the release rate is so 
predictable that it can be expressed 
as an algebraic equation. 


TRAL 75 "* 
GRADUMET 


AND IN FUNCTIONAL BOWEL DIS- 
ORDERS, SPECIFY NEW FILMTAB® 


TRALCYON™ 


EACH FILMTAB OFFERS 25 mg. 
TRAL PLUS 300 mg. ECTYLUREA 


1. Kasich, A. M., Relief of Nocturnal Pain in Du- 
odenal Ulcer, Am. J. Gastroenterol., 33:66, Jan- 
uary, 1960. '2. «= ich, A. M. and Fein, R. D., 
Hexocyclium Methosulfate in Active Duodenal Ul- 
cer: Evaluation of a New Anticholinergic Drug in 
Conventional and Long-Acting Forms, Especially 
its Effect on Gastric pH as studied’ in 48-hour 
Am. J. Dis., 3:12, January, 1958. 
sich, Hexocyclium Methosulfate, a 
Long-Acting Forms: Its Effect on Gastric Secre- 
tion, Schweiz. Ztschr. allg. Path., 21:354, 1958. 


Long-Release Dose Form*, Abbott. *Patent applied 
for. tablets, abbott, 
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for relief of pain and muscle spasm t. 
Winter activity often calls soft 
and unused muscles into p ay. 
relieve the frequent y painful conse- 
QUENCES, a lOgICal CNOICE 1S 
PARAFON promptly alleviates pain an 
) ~ covery. Just 2 tablets provide up to 6 hours —. 
CULOS! ele al ers; uch as “Sprains, 
strains, myositis, whiplash injuries, low 
cessatl n of thera | 
pitied: Scored, pink tablen, bottles 


for the uncomfortable patient 


for the distraught patient 


for the overtired patient 


relaxing, restful sleep 


without barbiturates, bromides or narcotics 


SOMINEX contains no barbitu- 
rates, bromides or narcotics. It is 
designed specifically as a bedtime 
sedative, and should not be used 
as a daytime tranquilizer. 

In SOMINEX, the safe sedative 
action of methapyrilene is 
enhanced by scopolamine and 
salicylamide. The total effect is 
one of safe sedation without 
hang-over or danger of habitu- 
ation. No prescription is required. 


THE SAFE SOMNIFACIENT 


Each SOMINEX tablet provides: 
Methapyrilene HCl, 25 mg.; sco- 
polamine aminoxide HBr, 0.25 
mg.; salicylamide, 200 mg. Dos- 
age: 2 tablets one-half hour be- 
fore retiring. Some patients will 
require only one tablet. Supplied: 
vials of 18 tablets. 


For a complimentary supply, 
please address your request to: 
Dept. SB, J. B. Williams, Inc., 
711 Fifth Avenue, New York, N.Y. 


The emotional problems 
of children 
facing heart surgery* 


Roberta Peay 
Clinical Social Worker, Social Service Department, 
Clinical Center, National Institutes of Health 


In the past decade spectacular develop- 
ments in heart surgery have resulted in 
the hospitalization of numerous children 


Reprinted from Children, November-December 
1960. 
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having congenital heart disease.1 Ex- 
perience with these children has shown 
that, as in other illnesses, the chances or 
speed of the child’s habilitation can be 
affected not only by his general physical 


condition and the medical skills applied 
to it, but also by the illness’ byproducts 
— its psycho-social aspects—and the un- 
derstanding of these by persons in con. 
tact with the child or his parents. 

Because the heart is such a vital organ 
—with life depending on its continuous 
functioning—to learn that a child has 
“heart trouble” with which he was born, 
is usually an extremely frightening ex. 
perience for both child and parents, 
Moreover, while the new surgical tech- 
niques hold out hope for complete re- 
covery for some, and partial recovery 
for others, they are not a panacea nor 
are they undertaken without risk. Their 
very newness may hold a special terror 
for many parents. Such fear can affect 
both the child’s and the parents’ ability 
to cooperate with doctors, nurses, social 
workers, and others on a hospital or clinic 
staff who are trying to help them. When 
the staff understands these feelings and 
other factors in the patient’s or family’s 
life that are entangled with their at- 
titudes toward the child’s condition, the 
psycho-social impediments to the child’s 
recovery can be dealt with. 

We see many of these children at the 
clinical center of the National Institutes 
of Health, the clinical research arm of 
the United States Public Health Service. 
The specific setting is the 26-bed nursing 
unit of the surgical branch of the Na- 
tional Heart Institute. The research in- 
terest of this branch includes both 
diagnostic and treatment aspects of 
congenital as well as other cardiac defects 


.in children and in adults. About 50 per- 


cent of the patients in this unit are chil- 
dren under 16 years of age, most of 
whom are there for treatment of a 
congenital impairment of the heart. 

These children are usually in the hos- 
pital for from 1 to 4 weeks. All have 
been referred for diagnosis or treatment 
by physicians, in private practice or 
connected with a clinic, hospital, or health 
and welfare agency. Coming from all 
over the United States and many foreign 
countries, they have different cultural 
and religious values and a variety of 
economic, educational, and social back- 
grounds. The only common factors among 
them when they arrive are that they are 
being hospitalized, they are away from 
home, and they have a suspected heart 
lesion with which they were born. These 
common factors, however, provide a 
springboard from which the hospital staff 
can take off in trying to communicate 
with new patients. 

From this take-off we try to see farther 
into the personality and experience of 
each patient to find meanings which can 
help us make the hospital experience as 
constructive as possible for him. What 
have the symptoms of his condition—this 
heart murmur, this shortness of breath, 
this easy fatigability, these frequent up- 
per respiratory infections, this blueness, 
or this lack of growth and development— 
meant to him and his family? What was 
the impact on his parents of learning 
that their child—perhaps their only child 
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... and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic”* effects of DECAGESIC. 
DECAGESIC helps restore normal function by relieving pain and discomfort, by its anti-inflammatory effect, and by imparting a 
sense of well-being. DECAGESIC combines the benefits of DECADRON® (dexamethasone) and aspirin with aluminum hydroxide to 
provide increased effectiveness and to reduce the possibility of side effects. 


Indications: Acute painful inflammatory musculoskeletal disorders, mild to moderate rheumatic 
scoot, and arthritic conditions, other collagen disorders and conditions in which the conjunctive administra- 


dexamethasone with aspirin and aluminum hydroxide ‘ 


CONSERVATIVE MANAGEMENT FOR PROMPT SUPPRESSION 


tion of a corticosteroid and salicylate can be beneficial. 

Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should 
be observed. Additional information on Decacesic is available to physicians on request. Supplied: 
Bottles of 100. Each tablet contains 0.25 mg. of DECADRON (dexamethasone), 500 mg. of aspirin 
and 75 mg. of aluminum hydroxide (present as the dried gel). DECAGESIC and DECADRON are trade- 
marks of Merck & Co., Inc. 

*“Antidoloritic’ describes the relief of pain associated with inflammation—dolor=pain, itic= 
associated with inflammation. 


ED merck sHarP & DOHME « Division of Merck & Co., INc., West Point, Pa. 
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(even in the 
first week) 


with 


50 mg. 
0.03 mg. 


anhydrohydroxyprogesterone, 


per tablet 
ethiny! estradiol 


the 3-day, oral test for early diagnosis of pregnancy 


If she is not pregnant, and has pre- 
viously had regular menstrual cycles, 
withdrawal bleeding will occur within a 
few days after PRo-DUOSTERONE (1 tab- 
let q.i.d. for 3 days). In functional 
amenorrhea, regular menstrual cycles 
may often be restored. 


If she is pregnant, no progesterone with- 
drawal bleeding can occur. Moreover, 
Pro-DUOSTERONE actually protects 
pregnancy, and may be indicated 


to help improve implantation in habit- 
ual abortion. 


safe, physiologic method...”*}, 
the convenient PRo-DUOSTERONE test 
has proved highly accurate (95.2% in 
1,553 clinical studies) as early as a week 
after the first missed menses when ani- 
mal tests cannot be considered valid. 


Supplied: Bottles of 24 tablets. 
1. Hayden, G.E.: Am. J. Ob. & Gyn. 76:271, 1958. 


—({ ROUSSEL }— Roussel Corporation, 155 East 44th Street, New York 17, N.Y. 


—had heart trouble at birth? How did 
they find this out? From a brusque state- 
ment which held out no hope for the 
child’s life? From a calmly made ex- 
planation providing positive suggestions 
for future care? Or from an offhand 
remark ending with “you have nothing 
to worry about, don’t pay any attention 
to it?” 

How did they react to the diagnosis? 
With a frantic search for opinions of 
other doctors, neighbors, or well-mean- 
ing friends, resulting in further confusion, 
desperation, and exhaustion of economic 
resources? By wrapping the child in 
an unhealthy, overprotective blanket, 
sacrificing all other members of the 
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family to satisfy his every wish or whim? 
Did they find any helpful resources to 
turn to with their anxiety, their con- 
fusion, their fears, their guilt, their anger, 
their frustrations, their feelings of in- 
adequacy, or their inability to under- 
stand and accept the diagnosis? 


PARENTS AND CHILDREN 


We have found that some parents have 
had as constructive an experience as 
possible in learning and facing the fact 
that their child had congenital heart 
disease. We have also found that many 
other parents, unfortunately, have had 
devastating experiences in this 


We have seen the well-adjusted parent. 
child relationship. We have also seen 
dominating mothers, overprotective 
mothers and fathers, parents who are 
unable to deny the child anything; hos. 
tile parents who resent the hospital’s rules 
routines, or policies; neglecting and un. 
interested parents; confused and very 
frightened parents; and desperate parents, 
The difference in the parents’ reactions 
has sometimes stemmed from the way 
they were handled when they were first 
told that their child had a congenital 
heart lesion. Therefore, we try to leam 
as much as we can about this from the 
referring source and from the parents, 

We also find it important to know who 
these children and their parents are, 
where they come from, with whom and 
where they live. What are the parents’ 
hopes and ambitions? How able are they 
to grasp the meaning of medical infor- 
mation? What are their other children 
like? What is their way of life? What does 
illness mean to them—stigma, weakness 
or inadequacy, will of God, punishment, 
superstition? 

Very little psycho-social information 
about the parents or the child is made 
available to our staff prior to the child’s 
admission to the hospital, and we find it 
impossible to “know” all of the patients 
and their parents during the short period 
of hospitalization. But it would help us 
greatly if doctors, nurses, welfare and 
health agencies, who have referred these 
patients to us and in many instances 
know them well, understood how im- 
portant such knowledge can be to those 
who are trying to make the patient's 
hospital stay a constructive rather than 
a devastating experience. 

We often find that the parents are 
more upset than the child, though, un- 
fortunately, frequently both child and 
parents are upset. Children, particularly 
those under 4 or 5 years, generally re- 
flect their parents’ reactions, whether 
this be anxiety, panic, calmness, or as- 
suredness. 

Every child, of course, has a distinct 
personality. Thus, we find it important 
to know him or her—his way of life, 
his experiences at home, in school, at 
play. What are his likes and dislikes, 
his ambitions? What has his illness 
meant to him, what is his understanding 
of what is wrong with him and of why 
he has to come to the hospital? Does he 
feel he has done something wrong for 
which he is being punished, or does he 
regard it as another way of getting at- 
tention? We are continually made more 
and more aware of the need to listen 
to the child, and to let him tell us in 
his own way and words what his “heart 
trouble” means to him. This is very 
important. 

In our nursing unit the child is in a 
new and, most probably, frightening 
situation. It is not always easy for a 
strange person to communicate with a 
child immediately. If we knew some- 
thing about him prior to his coming, 
we would find this a substantial bridge 


taste-tested 
experts 


Chewable Vitamins 


TRI-VI-SOL® - POLY-VI-SOL® - DECA-Vi-SOL® 


In recent taste tests by over 800 children, the flavor 
of Vi-Sol® chewable vitamins was preferred conclu- 
sively over other chewable vitamin tablets...as 
much as 2 to | in some cases. 


You will also be interested to know that Vi-Sol chew- 
able vitamins have been reformulated. The new, 
improved formulations are authoritatively based, 
but practically modified to meet the needs of every- 
day practice. With these new formulations, Vi-Sol 
chewable vitamins provide safe, rational, practical 
levels of C, D and A for the growing child—preschool 
to adolescent. 


Mead Johnson 
Laboratories 
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Why HOMAGENETS instead of ordinary vitamins? 


Nature gives the reason! Homagenets provide vitamins the 
way nature intended—in homogenized form. The homoge- 
nization process* used in Homagenets breaks up the vita- 
mins into microscopic particles—1/100th the size found in 
ordinary vitamin tablets, 

Why small particles? To speed absorption; improve utiliza- 
tion; and eliminate need for wasteful excess dosage.** 


How about taste? Homogenization makes Homagenets so 


**Lewis, et al.: Pediat. 5:425 


palatable they can be chewed like candy or swallowed ... 
with no “fishy burp.” 


Formulas? Five of them—Prenatal, Pediatric, Aoral, Geri- 
atric, and Therapeutic. 


Write for samples and detailed literature. 
HOMAGENETS* 
THE HOMOGENIZED VITAMINS IN SOLID FORM 

*USS. Pat. Nos. 2676136; 2841528 


THE S. E. company Bristol, Tennessee New York Kansas City San Francisco 
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attained 


DECLOMYCIN Demethylchlortetracycline attains 
—usually within two hours—blood levels more than 
adequate to suppress susceptible pathogens, 
These jevels are attained in tissues and body fluids 
on daily dosages substantially lower than those 
required to elicit antibiotic activity of comparable 
intensity with other tetracyclines. With other tetra. 
cyclines, the average, effective, adult daily dose is 
1 Gm. With DECLOMYCIN Demethylchlortetracy. 
cline, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 
ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 
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250 meg. aiid. 
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qjevenly sustained long retained 


DECLOMYCIN Demethylchlortetracycline sus- | DECLOMYCIN Demethyichlortetracycline retains 
has tains, through. the entire therapeutic course, the significant activity levels, up to 48 hours after 
high activity levels needed to control the primary the last dose is given. At least a full, extra day 
ge infective process and to check the onset of a com- of positive antibacterial action may thus be con- 
i: plicating secondary infection at the original—or at fidently expected. One capsule four times a day, 
another —site.. This combined therapeutic action for the average adult in the average infection, is 
i is sustained, in most instances, without the the same as with other tetracyclines — but the 
4 pronounced hour-to-haur, dose-to-dose, peak- total dosage is lower and the duration of anti- | 
by and-valley fluctuations in activity levels which — infective action is longer. 
I characterize other tetracyclines. 


ains 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


LORTETRACYCLINE LEDERLE 


MYCIN 
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m@ higher activity/intake ratio—positive antibacterial action 
m sustained activity levels—protection against problem pathogens 
up to two extra days’ activity— protection against recurrence 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: Average infections — 1 
capsule four times daily. Severe infections—Initial dose of 2 capsules, then 1 
capsule every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with calibrated, plastic dropper. 
Dosage: 1 to 2 drops (3 to 6 mg.) per pound body weight per day—divided into 4 doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), bottles of 2 and 16 fi. oz. 
Dosage: 3 to 6 mg. per pound body weight per day—divided into 4 doses. 


PRECAUTIONS: As with other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, 
stomatitis, proctitis, nausea, diarrhea, vaginitis or dermatitis. A photodynamic reaction to sun- 
light has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing 
therapy, patients should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy 
occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as with other 
antibiotics. The patient should be kept under observation. 


CIN IN 
DEMETHYLCHLORTET CLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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IN CONTRACEPTION. 


‘WHY IS DIFFUSION IMPORTANT? 


Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dwal protection. Its four 
spermicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — 
minutes — a decisive measure in conception control. 
In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 


new 


Supplied: Lanesta Exquiset® . 
applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio, Distributed by GEORGE A. BREON & Co., New York 18, N. Y. 
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. with Gentian of prescribed size and type; universal introducer; 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 


spermatozoa. 
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“R Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients 
with inflammatory (non-traumatic) neuritis if treatment 
with Protamide is started promptly after onset. 


Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 


For example, in a 4-year study’ and a 26-month study? 
a combined total of 374 neuritis patients treated with Protamide 
during the first week of symptoms responded as follows: 


60% required only I or 2 daily injections for 


complete relief 


96% experienced excellent or good results with 5 or 


less injections 


Thus, the neuritis patient's first visit—especially an early one— 
affords the opportunity to speed his personal “R Day.” 


Protamide is available at pharmacies and supply 
houses in boxes of ten 1.3 cc. ampuls. 
Intramuscularly only, one ampul daily. 
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1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952 


from his home to us and could use it to 
facilitate communication. 

Some of our children have been hos- 
pitalized before, few or many times. 
Some have never been hospitalized be- 
fore. In either case, a child and his ac- 
companying parent should be prepared 
ahead of time for what to expect at the 
specific facility to which the child is 
going. Each medical center is different 
from others in many ways—its location, 
the kind of buildings and equipment it 
has, and places for parents to stay, 
visiting hours and other rules; the kinds 
of services and staff available; the char- 
acter of the nearby community and the 
cost of places to stay; the accessibility 
to transportation. Some of our patients 
arrived at the nearby Naval Medical 


Center or Johns Hopkins Hospital in 
Baltimore. One family was actually 
headed for New York because the par- 
ents did not know the name of the 
medical center to which they had been 
referred. 


DIAGNOSTIC PROCEDURES 


Our patients for heart surgery or diag- 
nosis are usually admitted on Sundays. 
The parents stay with the child through- 
out the admission process. They accom- 
pany the child to the nursing unit and 
help with getting him settled in the two- 
bed room assigned to him. We try to see 
that he is with a compatible roommate, 
but unless we have some pertinent pre- 
admission data this effort must be based 


primarily on age, degree of illness, or 
type of care needed. 

The reactions of the patients and their 
families to this first day of admission 
have been affected by the bigness and 
strangeness of the building; the new faces 
around them—admitting personnel, 
nurses, doctors, other new patients and 
their families—the anticipation of separa- 
tion, and the actual separation when 
night comes. 

We do not allow parents to stay in 
the hospital, and when some parents and 
patients come expecting to do so emo- 
tional and economic problems arise. The 
parents leave a frightened child (from 
whom they may have never been away 
at night) to go to a strange home, pos- 
sibly by way of a strange and new 
transportation system, and usually at a 
greater cost than they had anticipated. 
While we have liberal and flexible visit- 
ing hours, they probably do not entirely 
offset the trauma to the young child of 
being separated from his parents at 
night.2 The visiting hours for our unit 
are from 9 a.m. to 9 p.m., with permis- 
sion for parents to come in early before 
certain procedures and surgery and to 
remain in the hospital overnight during 
the critical postsurgical period. 

On the day following admission, all 
patients have routine X-rays, electro- 
cardiograms, and blood tests. We try to 
prepare the patients and their families 
for these and, when indicated, we allow 
the parent to accompany the child dur- 
ing these procedures. While many chil- 
dren “know the ropes” generally because 
of former hospital experiences, each hos- 
pital has some differences in methods 
and procedures. If we know what the 
child’s previous hospital experiences were 
we can anticipate areas of possible ten- 
sion. 

Other diagnostic procedures include 
cardiac catheterizations, angio-cardio- 
grams, and aortograms. Not all tests are 
done on all children. Neither the children 
or their parents know this initially, but 
they soon observe what is going on with 
other patients. For some tests the chil- 
dren are put to sleep and for some they 
are not, depending on the age of the 
child, the nature of the test, and the 
reaction of the child during the study. 
Some tests take 2 hours, some 4 to 5 
hours. All of these tests are fairly mild 
but if the child and his parents are not 
helped to understand specifically what 
they can expect, they may suffer unnec- 
essary anxiety based on fear of the un- 
known, fantasy, or misunderstanding. 

Since each procedure might provide 
a clue as to whether the child has a 
heart lesion, whether further studies are 
indicated, whether surgery or anything 
at all can help the child, all procedures 
are potential sources of tension. 


HANDLING TENSION 


For many children, a simple explana- 
tion of where they are going and for 
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Te for chronic bronchitis 


ex capsules 


The Original Tetracycline Phosphate Complex 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
Div. of Bristol-Myers Co. 
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SUPPLY: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline HCI 
activity. Bottles of 16 and 100. 


TETREX Syrup —tetracycline (ammonium polyphosphate 
buffered) syrup—equivalent to 125 mg. tetracycline HCI 
activity per § ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint. 


At 


DURA-TA 


the only oral Sustaine 


d Medication* Quin 


cases. 
levels. 


recurrence of fibrillation. 


WYN 


*U. S. Patent 
2,895,881 


effectively maintained normal sinus rhythm in almost all 
q. 12 h. dosage usually sufficed to maintain adequate serum 
no night dosage needed —a single late evening dose avoided 


from 8 to 12 hours after administration, ‘‘definitely higher’’ 
serum quinidine levels than with ordinary quinidine sulfate. 


QUINAGLUTE DURA-TAB S.M. — quinidine of 


choice in atrial fibrillation, flutter, premature contractions, 
auricular tachycardia. Bottles of 30, 100 and 250. 


For sample supply and reprint write... 


PHARMACAL 
CORPORATION 


Lancaster Ave. at 51st St., Phila. 31, Pa. 


1. Greif, E. and Scheuer, J.: J. Mount Sinai Hosp., Nov./Dec. 1960 


For dosage, 
etc. 
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what is enough to dispel the terror of 
the “unknown.” For others, and for some 
parents, their apprehension is so out of 
proportion to the nature of the test that 
the services of the professional staff must 
be called upon to get at the root of the 
problem and help the child or his par- 
ent deal with it. 

In our center, as at most hospitals, 
the medical and nursing staff see all of 
the patients. Therefore, they are in a 
position to note signs of tension, appre- 
hension, or emotional upset. If they let 
the patient and his family know from 
the beginning that members of the staff 
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recognize their fright, confusion, or dis- 
turbance and want to help them feel 
better, the parents and the patient 
usually can more freely express their 
concerns, and the days following ad- 
mission become less frightening for them. 

We have observed that all of our chil- 
dren and their parents come with some 
degree of apprehension. While some of 
this is dissipated after they have had a 
chance to have a look at the hospital, 
its staff, and the modus operandi, most 
parents show signs of tension throughout 
the period of their child’s hospitalization. 
Some of them are able to handle this 


adequately on their own, some can do so 
with a little help from the social worker, 
physician, or nurse, but others need more 
intensive social casework help. Their 
emotional reactions to the experience are 
dependent not only on their personality 
structures and earlier experiences, but 
also on the nature of the study proce- 
dures to be undergone, the implications 
of the final diagnosis, the recommenda- 
tions made, and the physical reactions ‘to 
whatever surgery takes place. 

In general, the children who are ac- 
companied by parents seem less tense 
than their parents. Perhaps we do not 
know them as well as we know the 
parents, or perhaps they are less aware 
of the implications of what they are 
undergoing. The few children who have 
come without their parents have exhibited 
signs of extreme fear, tension, or anxiety, 

Periods of waiting may be periods of 
heightened anxiety for the child and his 
parents alike. Both child and parents 
may dread the tests—a state of mind 
which may be prolonged for the parents 
while they wait for the child to retum 
to his room. Waiting to hear the results 
of tests may also increase anxiety. This 
is more apt to be true of parents than 
children, though we have also seen chil- 
dren whose anxiety during this period 
reached a point near panic or immobili- 
zation. Hospital staff busy preparing other 
patients for tests, surgery, or return home 
may fail to notice the extreme anxiety 
being suffered by some children and 
parents while they are waiting to hear the 


recommendations. 


REACTIONS TO RECOMMENDATIONS 


The most critical period emotionally for 
child and parents comes when they hear 
the surgeon’s recommendations. These 
will take one of four directions: 

1. No surgery is recommended be- 
cause the suspected lesion does not exist 
or is insignificant. 

When this news is forthcoming, the 
anxious moment is usually replaced im- 
mediately by a sense of relief. In some 
instances, however, the reaction felt may 
be anger because of the child’s past sub- 
jection to unnecessary tests and hospitali- 
zations and to unnecessary limitations on 
normal childhood activities; because of 
the parents’ emotional need to have a 
sick or dependent child; or because of 
the child’s need to continue to receive 
the attention he has enjoyed. 

2. Surgery offering low risk and a high 
chance of cure. 

Parents’ reaction to this is usually one 
of relief and confidence in the surgeon’s 
decision and skill. However, some parents 
are unable to express real questions about 
this decision when the child is asympto- 
matic and the risks involved in surgery 
even if described as minimal. 

3. Surgery with significant risk for the 
child who has increasing and seriously 
disturbing symptoms. 

A realistic response to this is fear for 
the life of the child. But parents differ 
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HYDROCHLOROTHIAZIDE 


ion 


West Point, Pa. 


Division of Merck & Co., INC. 


MERCK SHARP & DOHME 


the effective relief of meprobamate for nervous- 
‘ness, irritability, tension, nausea, malaise, insomnia 


for GI DISTRESS... CYCLEX affords quick- 
acting relief of nausea and bloating associated 


with premenstrual tens 
day, beginning on the first morning of symptoms and contin- 


uing until the onset of menses. CYCLEX may be continued 


through the menstrual period. 
Before prescribing or administering CYCLEX, the physician should consult 


detailed information on use accompanying package or available on request. 


DOSAGE: Usual adult dosage is one tablet once or twice a 
CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc. 


for EDEMA... CYCLEX provides the prompt 
diuresis of HYDRODIURIL for rapid reduction of 
weight gain, breast fullness, abdominal congestion 
for MOOD-CHANGES... CYCLEX supplies 
SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 
of HYDRODIURIL (hydrochlorothiazide)and 200 mg. of meprobamate. 
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lubricate, and stimulate healing in 


rash e chafing « irritations 
lacerations ulcerations burns 
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greatly in their ability to understand the 
implications of this recommendation and 
the gravity of the choice they must make. 

4. No surgery is available for the spe- 
cific lesion or lesions in the child’s heart. 

A realistic response to this is loss of 
hope that the child will live to grow up. 
Crucial factors in the ability of the par- 
ents and child to face the inevitable are 
the way they have been informed of it 
and their abilities, emotional and intel- 
lectual, to understand the diagnosis and 
recommendations for care. The whole 
professional staff of the unit is responsible 
for seeing that the parents and the child 
get the help they need in asking ques- 
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tions, in expressing their feelings, in 
understanding the diagnosis, and in fol- 
lowing recommendations for treatment. 

There is enough of a realistic basis for 
fear when parents and child are con- 
fronted with approaching cardiac sur- 
gery or the grim prospects that an un- 
treatable cardiac lesion presents without 
their having to contend with unrealistic 
ideas, concerns, or fantasies. Physician, 
nurse, medical social worker, chaplain, 
and a psychiatrist if indicated must all 
be available to patients and their families 
whe are faced with these grave findings. 
No one professional discipline can pro- 
vide adequate help alone. 


THE SURGICAL PERIOD 


At our hospital some children for 
whom heart surgery is recommended are 
discharged to return for the operation at 
a later date; some remain to be operated 
upon within the next week or two. When 
the time approaches, the focus of all] 
staff is on preparing the child for the 
operation. The surgeon, the nurse, the 
physical therapist, the anesthesiologist, 
the social worker, the chaplain are all 
involved. The other patients and _ their 
families also have an effect—sometimes 
good and sometimes bad—on the child’s 
emotional condition during this presur- 
gical period. 

How far in advance the child is told 
the date of surgery depends on his age 
and emotional makeup. Although giving 
this information a long time ahead of 
the date sometimes seems to increase and 
prolong anxiety unnecessarily, it allows 
more time for helping the child to bring 
out his questions or express his fears, 
When both child and mother are ex- 
tremely anxious, time is needed to help 
them both. If the staff is aware of the 
emotional condition of the child and his 
parents early in the hospital stay there 
is a better chance of preparing them 
psychologically for the more tense sur- 
gical period. 

Children under 4 usually depend on 
their parents to take care of any situa- 
tion, so if either the child’s mother or 
father is with him throughout his hospi- 
tal stay, when he is told about the date 
‘of the operation is not very important. 
What is important is the way his parents 
and the staff tell him about it and about 
what will happen then. If the child’s 
parents are not with him, the anticipation 
of surgery and the postsurgical period 
become much more frightening and the 
potentials for emotional and even physical 
trauma are greater. 

For many of the operable patients and 
their parents the day of surgery and the 
3 or 4 days afterward are, understanda- 
bly, their most anxious days. The patient 
leaves the unit early in the morning and 
does not return until 2 to 6 hours later, 
depending on the type of operation. The 
parents remain in a solarium near the 
nursing unit while the operation takes 
place on another floor. The staff makes 
every effort to prepare the parents for the 
length of this waiting period, and for 
the fact that they cannot hear from the 
surgeon until this period is nearly over. 
The social worker is available to give the 
parents emotional support and has told 
the surgeons and nurses of any previous 
impressions she may have gained about 
their possible reactions to the strain. A 
chapel and Catholic, Jewish, and Protes- 
tant chaplains are also available to the 
parents. 

After the patient returns to the unit the 
parents are allowed to see him in the 
postoperative room. They have been pre- 
pared to see the oxygen tent, the chest 
tubes, the attachments for intravenous 
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infusions, and the like. For most parents 
the knowledge that the operation is over 
and that their child is back in the unit is 
a tremendous relief, although they have 
been told of the critical aspects of the 
immediate postsurgical period. Some par- 
ents are still overwhelmed by emotions 
at the first postoperative sight of their 
id 


child. 

For the child, the time in the post- 
operative room—usually about 3 days— 
where there are usually one to three other 
postsurgical patients is the most frighten- 
ing period of all. He cannot understand 
his pain, his reactions from the anesthesia, 
the chest tubes, the need to cough. He 
shows his fright by his actions and in 
the expression in his eyes. During this 
time the child has a special nurse. Many 
children are unable to verbalize their 
fears and some of these patients physi- 
cally cannot do so because of the nature 
of their operations, so adults, and espe- 
cially the nurse, must try to understand 
the nature of their fears and to help 
them. They can explain the purpose of 
the frightening procedures and let the 
child know that these ars the same for 
everyone, show him that Mommy and 
Daddy are at hand, agree that the pain 
hurts, tell him over and over—if reassur- 
ance is justified—that he is going to be 
all right. They can also try to keep his 
fright from becoming aggravated by 
what is happening to other people in 
the room. The patient does not know 
what is going to happen to him, and if 
another patient gets into trouble, under- 
goes other unpleasant procedures, or has 
to go back to the operating room, he has 
no way of knowing that these things are 
not in store for him. False reassurance, 
__ however, can be harmful, and only honest 
reassurance should be given. 

We have known three children who 
in this postoperative period developed 
symptoms of gastric ulcer, which is 
closely associated with stress. All of 
them had previously shown signs of con- 
siderable tension but before the operation 
had been unable to express their fear. 
Careful evaluation of the degree and 
cause of the patient’s tension and anxiety 
ought always to be made before surgery, 
and if this is extreme, surgery should be 
delayed if possible. 

Children and parents alike tend to 
relax when the child leaves the post- 
operative room. Parents can give much 
more verbal expression to this feeling of 
relief than the children. 

Most children are able to leave the 
hospital about 10 days or 2 weeks after 
their operation. Observations of the 
“cured” children on their followup visits 
indicate that the majority adjust well 
to having a normal heart, and little con- 
tinued “cardiac neurosis” occurs. 

If the surgery has been only a first 
step, the child and his parents are faced 
with the prospect of returning for more 
surgery at a later date when the child is 
older and larger. If we have been able to 
keep the emotional trauma of the first 
experience to a minimum, there is more 
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hope that the patient and family will 
suffer less anxiety at the next operation. 
If the surgery has not helped, that is, 
if the lesion is found on the operating 
table to be uncorrectable at that time or 
at all, the parents and child are faced 
with the loss of hope, or with the need 
to return for further and more serious 
surgery. This can mean renewed anxiety 
and apprehension, possible economic 
strain, renewed family separation and, 
sometimes, exhaustion of resources. 


CAUSES OF TENSION 
The greatest support for a child dur- 


ing any part of the experience of hospi- 
talteation fe that his parents join him. 


In our unit one of the social worker's 
first ibilities is to try to make it 
possible for at least one of the parents 
to bring the child to the hospital and 
to remain with him whenever hospital 
rules permit. Sometimes this has not been 
possible and we have had children arrive 
at the hospital and remain without any 
visits from members of their family dur- 


from 


much for the parents. A few have been 
from families in which the mother had 
other children to care for while the 
father was away at work. In some in- 
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Alaska, even Iran—that the cost and 


KEEPS 
THE STOMACH 
FREE OF PAIN 


Milpath acts quickly to suppress pain and 
spasm, and to allay anxiety and tension 
with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE §=—=—nosage: 1 tablet t.i.d. at mealtime and 


IN Two 2 at bedtime. 
Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 
and 2 at bedti 


Milpath 


®Miltown +anticholinergic 


WALLACE LABORATORIES Cronbury,N.J. 
1278 


: 
es 
| 
a 
| 
q 
| 


therapy 


mycin 


Terram 


=) 

2. 

om 

2 

= 
o 
2. 
o 


a reservoir 


BRAND OF OXYTETRACYCLINE 


In today’s Terramycin Intramuscular Solution, the qualities 

responsible for the continuing effectiveness of Terramycin therapy 

are enhanced by a degree of convenience and dosage flexibility hitherto 
available only with narrow-spectrum antibiotics. Terramycin Intramuscular 
Solution is conveniently preconstituted, and is available in 10 cc. 

multi-dose vials and 2 cc. ampules. A recent experimental studyt has 
demonstrated outstanding tissue toleration following I. M. administration. 


IN BRIEF 


The dependability of Terramycin is based on outstanding 
antimicrobial effectiveness, notably wide distribution in body 
tissues, excellent toleration, and low order of toxicity. 
Terramycin Intramuscular Solution, a preconstituted paren- 
teral form of oxytetracycline with 2% Xylocaine* as a local 
anesthetic, facilitates prompt initiation of broad-spectrum 
antibiotic therapy when indicated. There is a markedly low 
incidence of pain at the injection site. The dosage flexibility 
made possible by the new 10 cc. multi-dose vial is of particu- 
lar advantage in pediatrics. 


INDICATIONS: All oxytetracycline indications whenever initial 
or continuing therapy with I.M. injection is chosen. Compat- 
ible oral therapy may then be given with Cosa-Terramycin® 
Capsules, Cosa-Terrabon® Oral Suspension or Cosa-Terrabon 
Pediatric Drops. Effective against both gram-positive and 
gram-negative bacteria, rickettsiae, spirochetes, and large 
viruses, Terramycin therapy is indicated in a great variety of 
infections due to susceptible organisms, e.g., infections of the 
respiratory, gastrointestinal, and genitourinary tracts, surgi- 
cal and soft-tissue infections, ophthalmic and otic infections, 
and many others. 


ADMINISTRATION AND DOSAGE: For intramuscular injection only. 
Adults: Unless otherwise specified, a dose of 100 mg. every 
8-12 hours, or a single daily dose of 250 mg. should be ade- 
quate for most mild or moderately severe infections. In severe 


tion of needle, aspiration should be attempted before injecting 
to avoid inadvertent administration into a blood vessel; care 
should always be taken to avoid injecting into a major nerve 
or its surrounding sheath. Subcutaneous and fat-layer injec- 
tion may cause mild pain and induration, which may be 
relieved by an ice pack. 

Use of antibiotics may result in an overgrowth of non- 
susceptible organisms — particularly monilia and resistant 
staphylococci. If a new infection caused by a resistant patho- 
gen appears, discontinue the medication and institute appro- 
priate specific therapy as indicated by susceptibility testing. 


SUPPLIED: Terramycin Intramuscular Solution, 10 cc. multi- 
dose vial, 50 mg./cc., also available as 2 cc. prescored glass 
ampules, containing 100 mg. or 250 mg., packages of 5 and 
100. For rapidly fulminating or critical infections—T erramycin 
Intravenous, in vials of 250 mg. and 500 mg. (buffered with 
1 Gm. and 2 Gm. ascorbic acid, respectively). In addition, a 
variety of other systemic and local dosage forms are available 
to meet specific therapeutic requirements — including Cosa- 
Terramycin Capsules, Cosa-Terrabon Oral Suspension and 
Cosa-T errabon Pediatric Drops. 


More detailed professional information available on request. 
tTerramycin Therapy, p.7, New York, Pfizer Laboratories, 1960. 
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COROVAS is a nontoxic, uniform- 
acting, long-acting vasodilator to control 
or prevent attacks of angina pectoris. One 
COROVAS Tymcap upon arising provides 
up to 12 hours of continuous coronary 
vasodilation, and another COROVAS 
Tymcap before the evening meal affords 
maximum protection against seizures all 
night. COROVAS alleviates the associated 
fear of pain. Reduces the need for emer- 
gency nitroglycerin. Safe and effective for 
long-term therapy. 
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Holding blood loss to a minimum is a medical precept. 
Clinical studies show that lack of capillary integrity causes 
abnormal bleeding four times as often as coagulation defects.’: 


Adrenosem aids capillary integrity by decreasing excessive 
capillary permeability and promoting retraction of severed 
capillary ends. 

Adrenosem protects against bleeding from 
PREOPERATIVELY Small vessels, thus assuring a clearer 
operative field and minimizing the need 
for transfusions. 


POSTOPERATIVELY Adrenosem reduces postoperative bleeding. 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Used nonsurgically, Adrenosem controls internal bleeding 
associated with vascular pathosis, as in peptic ulcer, 
telangiectasia, purpura, ecchymosis, ulcerative colitis, and others. 
Contraindications: None at recommended dosage levels—seven 
years’ clinical use, over 15 million doses, and over 35 
published studies prove the safety and effectiveness of 
Adrenosem. 
Supplied: Ampuls, 5 mg. (1 cc.) and 10 mg. (2 ec.) for I.M. injection; 
Tablets, 1 and 2.5 mg.; Syrup, 2.5 mg./5 ce. (1 tsp.) 


1. Haden, R.L., et al.: Ann. N.Y. Acad. Sc. 49:641 (May 11) 1948. 
2. Cheraskin, E.: J. Am. Dent. Assn. 58:17 (April) 1959. 
*U.S. Pat. Nos. 2581850; 2506294 
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acute injuries 


Ultrasound reduces edema and 
promotes circulation, encourag- 
ing more rapid healing of acute 
injuries. Burdick’s UT-400 
delivers both pulsed and con- 
tinuous ultrasound. When 
indicated, the heating effect can 
be reduced by using pulsed 
current without decreasing the 
mechanical effect of the ultra- 
sound energy. 


For further 
— information on 
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stances community resources—union wel- 
fare funds, public welfare departments, 
crippled children’s services—have helped 
the parents to get to the hospital for at 
least the critical pre- and post-surgical 
periods. When no parent arrives the unit 
tries to provide from its own staff a par- 
ent-like person to give the child special 
attention. 

To the child, parents—even those who 
are not able to give their child a suffi- 
cient measure of love—mean safety and 
security, particularly during a stressful 
period. In our hospital we would much 
rather have a very anxious and disturbing 
parent turn up with a child than to have 
the child arrive alone. We would rather 
have both parents than one alone, as 
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they can be a source of strength to each 
other. 

We believe that much—though cer- 
tainly not all—of the anxiety that chil- 
dren and their parents bring with them 
to the hospital might have been pre- 
vented: 

1. If the person who had previously 
dealt with the family in relation to the 
child’s illness had known more about the 
child’s and the parents’ background and 
their experience with illness and other 
crises, their intellectual and emotional 
makeup, their ability or inability to un- 
derstand the meaning of the diagnosis, 
and other family problems—such as un- 
employment, social isolation, or marital 


discord—which might be aggravated by 


or projected onto the child’s illness, and 
had shared this knowledge with the medi. 
cal center staff. 

2. If the person who had informed the 
family or child of the suspected heart 
condition had taken pains to dispel con. 
fusion and to avoid arousing unnecessary 
fright or over-optimism. 

3. If the home community had had 
available the skills and facilities for the 
earlier treatment of certain defects and 
for helping the family to meet the cost 
of study and care, to understand what 
to expect in relation to the illness, to 
reach decisions about taking the child to 
the medical center, to make arrangements 
about getting there with due regard for 
other members of the family, and to deal 
with peripheral but aggravating and 
pressing family problems. 

4. If the child had received some help 
in understanding his illness, and in clear- 
ing up his own fantasies, fears, and ex- 
pectations about it, such as regarding it 
as a punishment for some undefined 
transgression, being in constant fear of 
dropping dead, or expecting constant 
attention. 

5. If the child (or his parents) had 
not already had an unhappy hospital 
experience. 

6. If the child’s fears of a complete 
unknown (and those of his parents) had 
been allayed by careful briefing on what 
to expect at the medical center. 

The community, of necessity, bears 
the brunt of responsibility for the pro- 
vision of services to help solve the vari- 
ous kinds of problems worrying the 
family and the child. The hospital, even 
though separated by considerable dis- 
tance from the home community, has 
equal responsibility for maintaining a 
constructive continuity of communica- 
tion in relation to the patient’s care and 
for letting the responsible persons in the 
community know about the kinds of 
problems these patients and their fami- 
lies are apt to face and the preparation 
they will need for the hospital experience. 
And while the child is hospitalized the 
hospital must, through the combined 
efforts of its medical, surgical, nursing, 
and social service, do everything possible 
to see that day to day experiences do 
not arouse unnecessary anxieties in the 
patient or his parents, and that help is 
forthcoming for dealing with those anxie- 
ties that are unavoidable. 

These are not insurmountable prob- 
lems, and we may feel more hopeful in 
trying to solve them if we compare the 
promises of cardiac surgery today with 
those in 1883 when a surgeon named 
Billroth said, “Let no man who hopes to 
retain the respect of his medical brethren 
dare to operate on the human heart.” 


1. Lesser, Arthur J.: The children’s titles in 
the Social Security Act. IV. Health services— 
accomplishments and outlook. Children, July- 
August 1960. 

2. Robertson, James: Young children in 
hospitals. Basic Books, New York, 1958. 

3. Bland, Edward F.: Surgery for mitral 
stenosis; a review of progress. Circulation, 
February 1952. 
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Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 

RIASOL contains 0.45% Mercury chemically com- 
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What makes 


a good parent?* 


Grace M. Heider, Ph.D. 
Research Psychologist, The Coping Project, 
The Menninger Foundation, Topeka, Kans. 


A study of child development raises the 
question, “What is a good parent—what 
kind of person provides a growth-fostering 
background for his child?” To ask this 
question is to be faced with the fact that 


Reprinted from Children, November-December 
1960. 
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there are no simple answers. In each 
case, what we are observing is not merely 
a parent but a parent as he affects a par- 
ticular child. We are soon aware that we 
are dealing with a circular process: The 
way a parent affects a child is influenced 
by what the child does to the parent. 

A cuddly baby may be highly gratify- 
ing to a mother who finds pleasure in a 
warm and nurturant relationship; a baby 
with sensitive skin who is uncomfortable 
in close physical contact may leave the 
same mother frustrated and impede her 
ability to offer the kinds of contact he 
would enjoy. Moreover, the impact of 
parent and child on each other may 
change as the child moves from the 
dependence of infancy into the motility of 
the preschool years. 


This article will present some of the 
factors in parent-child relationships that 
have been taken into account in a recent 
study of child development and will show 
how the picture changes when the factors 
are applied to the same children at pre- 
school and early school ages.1 

The subjects of this study were 3] 
children who had been seen by research 
workers as infants and again at later ages 
in connection with two projects con- 
ducted in Topeka, Kans., during the last 
13 years. The first of these projects, 
known as the infancy study, directed by 
Sibylle Escalona, Ph.D., and Mary Leitch, 
M.D.,2 between 1947 and 1951, included 
128 infants and their mothers. The sec- 
ond, known as the coping project, di- 
rected by Lois B. Murphy, Ph.D.,3 was 
begun in 1952 and continued through 
the summer of 1960 with 31 of the 
children—27 mothers—who had_ taken 
part in the infancy study. Because each 
study included several pairs of siblings, 
there were fewer mothers than children. 
Both projects were carried on under the 
auspices of the Menninger Foundation 
and were largely supported by the 
National Institute of Mental Health, U.S. 
Department of Health, Education, and 
Welfare. 


RELATIONSHIPS IN INFANCY 


In most of the families in the infancy 
study the mother had the direct respon- 
sibility for the child’s care, the father 
having an effect on the child principally 


- as his feelings and attitudes made it 


easier or harder for the mother to assume 
her role with the baby. The factors that 
have been used to judge the relationship 
of the mother to the baby fall under 
four headings: (1) those that refer 
primarily to what was observed and what 
the mother told about her interaction 
with the baby; (2) those that refer in a 
broader sense to the personal character- 
istics of the mother; (3) those that refer 
to the relationship between the parents; 
(4) those that refer to the mother’s 
relationship with the larger family unit 
of grandparents and other relatives. 

These factors cannot be regarded as 
an exhaustive list of what is important 
for the mother-baby relationship, but only 
as relevant points for making fairly clear- 
cut judgments of the material on the 
mother-child relationships that had been 
described. Nor can these factors be re- 
garded as independent units that can be 
counted like so many coins to reach a 
sum. Rather, they should be viewed in 
relation to each other in a total picture 
of the attitudes of each mother and child 
toward each other, which can then be 
assessed within the group. 

With one child a high or low rating 
on a particular item may decisively affect 
the whole balance; with another the 
same item may have relatively little in- 
fluence. Just as the same quality in the 
environment, such as a noisy house, may 
be a source of considerable stress to a 
child who is especially sensitive to sound, 
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fear or embarrassment of asthma attacks. 


One TEDRAL tablet taken at the first sign of an attack relieves 
congestion and constriction within fifteen minutes and provides 
protection for as long as four hours. For prophylaxis, or when 
attacks are frequent, prescribe one or two tablets q.4h. (For 
children 6-12 years old. give half of this dosage.) 


composition: Each scored TEDRAL tablet contains theophylline 
130 mg., ephedrine HCl 24 mg. and phenobarbital 8 mg. 


the ® 
TEDRAL 
antiasthmatic 


For younger asthmatic patients, licorice-flavored TEDRAL Pediatric Suspension. 
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3 Be sure you get the elastic 


you order. 
ACE is made only by B-D. 


+ when it can stand up to punishment 


For greater resistance to dry heat...B-D ACE Rubber Elastic Bandage incorporates a newly 
developed, heat-resistant extruded latex rubber. As a result, ACE withstands 320° F. dry-heat 
sterilization...maintains its elasticity longer than ordinary bandages. And remember, only 
ACE provides a balanced weave of warp and woof threads to assure continuous uniform support. 


BECTON, DICKINSON AND COMPANY - Rutherford, New Jersey 


B-D and ACE are registered trademarks. 


a source of enjoyment to another child, 
and a matter of indifference to a third, 
so the same quality in the mother can 
affect different children in different ways, 
and the nature of the effect can only 
be known by an examination of the over- 
all picture. 


1. Items referring to the mother-child 
interaction. 

Awareness of the baby’s needs. The 
mothers differed in the extent to which 
they seemed aware of the baby’s mo- 
mentary states and needs. Sheila’s mother, 
for example, shifted the baby’s position 
whenever she herself became restless, re- 
gardless of whether the baby might just 
have settled comfortably for a nap after a 
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period of restlessness. Diane’s mother, 
seemingly unaware of the fact that Diane 
was a child who enjoyed rather energetic 
bodily movement, constantly handled her 
in a way that restrained her limbs. 
Chester’s mother, on the other hand, 
seemed to attune her own actions to 
those of the baby, just as one partner in 
a dance adapts his steps to those of 
another. 

Mother-child compatibility. This term 
describes a basic physiological and tem- 
peramental compatibility between mother 
and infant. It refers to the extent to 
which a particular mother and a particu- 
lar baby seem to meet each other's 
needs. The importance of this factor 
should modify a too-ready belief that 


there is a single, ideal style of mothering 

against which each case can be meas- 
ured. It is, for instance, usually assumed 
that the mother who is sensitive to each 
nuance of the baby’s behavior will handle 
her baby better than the mother who 
lacks this fine sensitivity. Yet among the 
babies we observed there were some in 
whom a certain kind of compatibility 
with their mothers seemed more im- 
portant than sensitivity per se. 

There was, for example, Lennie, whose 
mother, when he was 4 weeks old, 
showed a kind of “toughness” in han- 
dling him. Lennie was a sturdy, well- 
knit baby who fully satisfied his mother’s 
desire for a boy, and she seemed to take 
pleasure in offering him a little less sup- 
port than many mothers would have 
given a baby of that age. The two of 
them seemed to “understand” each other, 
and this understanding may have made 
for a sounder relationship than mere 
sensitivity. 

On the other hand, Tommy, at 32 
weeks, and his mother were less suited 
to each other. The mother was every- 
thing that our usual stereotype of the 
ideal mother includes—gentle, sensitive, 
and tender. But Tommy was an active, 
energetic baby who liked loud noises 
and apparently enjoyed the ordinary 
bumps that came his way. He seemed 
to demand rougher treatment than his 
mother gave naturally. 

Lennie apparently was the kind of 
baby in whom his mother could find 
special pleasure and satisfaction, while 
Tommy’s mother probably felt the need 
for a softer responsiveness than Tommy 
could give. 

Degree of respect for the baby’s au- 
tonomy. Some mothers appeared to 
understand the baby’s moods and needs, 
and yet tried to make the baby do what 
they “knew” was best, for example, to 
go to sleep in a certain position or eat 
a certain amount. Other mothers used 
their awareness of the baby’s individual- 
ity to let the baby take the lead. This 
difference was evident in the mothers’ 
attitudes toward their babies’ schedules, 
toward toilet training, and toward food 
likes and dislikes, as well as in the way 
they handled their babies. 

Acceptance of the baby’s own develop- 
mental plan. Related to a tendency toward 
coercion in general was the attitude of 
the mother who had “read the book” or 
observed her neighbor’s baby and who 
“knew” how fast her baby should be 
developing in each area. Other mothers 
were more relaxed about their babies. 

Degree of acceptance of the infant. 
There were no mothers in the coping 
study who openly rejected their children 
and few among the 120 of the infancy 
study. Willingness to participate in such 
projects is in itself an indication of inter- 
est in the child and in that sense a 
selective factor. Nevertheless, differences 
existed in the degree of acceptance within 
the group. The way a mother held her 
baby, changes in voice and expression as 
she approached him, and similar actions 
often gave clues to her feelings about 
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headache 


YOU WANT 


ANTIMICROBIAL: 


1. With outstanding effectiveness 


Reported effectiveness of Madribon registers up to 90 per cent in a large 
variety of respiratory, urinary tract and soft tissue infections. Madribon 
proves effective against the following pathogens, including at times some 
strains resistant to older antimicrobial agents: Staphylococcus aureus 
hemolyticus, beta hemolytic streptococci, pneumococci, K. pneumoniae, 
H. influenzae, Ps. aeruginosa, B. proteus, E. coli, salmonella and paracolon 


2. With a remarkable safety record 


In extensive clinical studies, Madribon has accumulated an unexcelled 
safety record. The total incidence of side reactions with Madribon lies 
below 2 per cent; those that have occurred were generally mild and tran- 
sitory. Unlike other sulfonamides, Madribon is excreted in the urine pri- 
marily as a highly soluble glucuronide which minimizes the occurrence of 
crystalluria and renal damage. 


3. That need be given only once a day 


An initial dose of Madribon quickly produces peak concentrations in the 
blood, which are maintained at a high level over a prolonged period of time. 


4. Which is “kind to the purse” 


Prompt patient response and a low cost-care ratio make Madribon truly 
economical therapy. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
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DOSAGE (Tablets and Suspension) 


For severe infections: 
Adults: 4 tablets, 8 chewable tablets or 8 teaspoonfuls (2 Gm) initially followed by 2 tablets, 4 chewable tablets or 4 teaspoonfuls 
(1 Gm) daily thereafter. 
Children 
Body Weight Initial Dose Daily Dose Every 24 Hours Thereafter 
20 Ibs 0.5 Gm 0.25 Gm 
1 tablet, 2 chewable tablets, 2 teaspoonfuls ¥ tablet, 1 chewable tablet, 1 teaspoonful 
40 Ibs 1Gm 0.5 Gm 
2 tablets, 4 chewable tablets, 4 teaspoonfuls 1 tablet, 2 chewable tablets, 2 teaspoonfuls 
80 Ibs 1Gm 
2 tablets, 4 chewable tablets, 4 teaspoonfuls 


2Gm 
4 tablets, 8 chewable tablets, 8 teaspoonfuls 


DOSAGE (Pediatric Drops) 


For moderate to severe infections: 

2 drops (25 mg) per pound body weight followed by 1 drop 
(12.5 me per pound body weight daily thereafter. Continue 
therapy for 5 to 7 days or until patient is asymptomatic for at 
least 48 hours. 


For mild infections: Less severe infections will usually respond 
to one-half the above dosage. 


Caution: The usual precautions in sulfonamide therapy should 
be observed, including the maintenance of an adequate fluid 
intake. In the event of headache, nausea, vomiting, urticaria, rash, 
fever or hematuria, the use of the drug should be discontinued. 
When Madribon is used intermittently or for prolonged period 

blood counts should be performed to determine whether blood 
dyscrasias have occurred. The use of the drug should be stopped 
immediately if alterations in the hematopoietic system are ob- 
served. Patients with impaired renal function should be followed 


now-especially for children 


new MADRIBON Chewable Tablets 


closely since renal impairment may cause excessive drug accu- 
mulation. Madribon should not be administered to patients with 
a history of adverse reactions to sulfonamide therapy. 


Madribon, like most sulfonamides and certain other drugs, is 
bably contraindicated in premature infants—and newborn 

infants for the first week of life— use of underdeveloped 

enzyme systems and immature liver and renal functions. 


As a service to the prescribing physician, above is a complete 

statement of dosage, side effects and precautions as set 

in the basic product literature. 

PACKAGES: Madribon Tablets: 0.5 Gm, double-scored, mono- 

— gold colored—bottles of 30, 100, 250 and "1000. 
adribon Suspension: 0.25 Gm/teasp. (5 ce), custard flavored 

—bottles of 4 oz and 16 oz. Madribon Chewable Tablets: 0.25 

Gm, orange flavored, scored, monogrammed, peach colored— 

bottles of 30 and 100. Madribon Pediatric Drops: 250 mg/cc 

(20 drops)—10-cc bottles with drop-dispensing tip. 


GOOD TASTING—orange flavor 
CONVENIENT- no spillage or waste 
ACCURATE DOSAGE—0.25 Gm—scored 


ido-1, 3-diazine 


MADRIBON®— 2,4-dimeth 


AN EXCLUSIVE DEVELOPMENT OF ROCHE RESEARCH, AVAILABLE ONLY AS MADRIBON 
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with RESERPINE 


HYDROPRES can be used: 


. alone (in most patients, HYDROPRES is the only antihypertensive medication needed.) 


» as basic therapy, adding other drugs if necessary (Should other antihypertensive 
agents need to be added, they can be given in much lower than usual dosage so that their side effects are 
often strikingly reduced.) 


> as replacement therapy, in patients now treated with other drugs (in patients 
treated with rauwolfia or its derivatives, HYDROPRES can produce a greater antihypertensive effect. More- 
over, HYDROPRES is less likely to cause side effects characteristic of rauwolfia, since the required dosage 
of reserpine is usually less when given in combination with HydroDIURIL than when given alone.) 


HYDROPRES-25 HYDROPRES-50 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 50 mg. HydroDIURIL, 0.125 mg. reserpine, 
One tablet one to four times a day. One tablet one or two times a day. 


also available: HYDROPRES " Ka -50 


50 mg. HydroDIURIL, 0.125 mg. reserpine, 572 mg. potassium chloride. 
One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
MERCK SHARP & DOHME, DiviSiON OF MERCK & CO., INC., WEST POINT, PA. 
*HYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC. 
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new Gosa-Terrastatin 


wherever 
monilial superinfection 


is a particular hazard* 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 


*patients requiring high 
or prolonged 
antibiotic dosage 


capsules and for oral suspension 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 


*patients 
*women, particularly receiving 
during pregnancy corticosteroid 
erapy 


*diabetics 


IN BRIEF \ 


Cosa-Terrastatin provides the established 
antibiotic dependability of oxytetracycline 
(Terramycin®) with the potent antifungal 
activity of nystatin; inclusion of glucosamine 
enhances the absorption of Terramycin. 
Nystatin has a significant prophylactic action 
against monilial overgrowth. 


INDICATIONS: Effective against both gram- 
positive and gram-negative bacteria, rickettsiae, 
spirochetes, large viruses, and certain parasites 
(amebae, pinworms), Cosa-Terrastatin is in- 
dicated in a great variety of infections due to 
susceptible organisms, e.g., infections of the 
respiratory, gastrointestinal, and genitourinary 
tracts, surgical and soft-tissue infections, oph- 
thalmic and otic infections, and many others. 


*debilitated or 
elderly patients 


The added protection afforded by Cosa-Terrastatin against monilial super- 
infection is especially important for those patients who are most likely to be 


susceptible to the overgrowth of Candida albicans. 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. of oxytetra- 
cycline daily in four divided doses is usually effective. In severe infections, 
2-4 Gm. daily may be indicated. Infants and children: 10-20 mg. of oxytetra- 


cycline per lb. of body weight daily. 


SIDE EFFECTS AND PRECAUTIONS: If superim- 
posed infection caused by resistant staphylococci 
is observed, the antibiotic should be discontin- 
ued, and a therapeutic trial of other antibiotics 
as indicated by susceptibility testing may be 
initiated. Aluminum hydroxide gel has been 
shown to decrease antibiotic absorption and is 
therefore contraindicated. Glossitis and allergic 
reactions are rare. Nystatin is virtually nontoxic 
and nonsensitizing; side effects are seldom ob- 
served. There are no known contraindications 
to glucosamine. 


SUPPLIED: Cosa-Terrastatin Capsules, 250 mg. 
of oxytetracycline with 250 mg. of glucosamine 
and 250,000 units of nystatin, bottles of 50. 
Cosa-T errastatin for Oral Suspension, each 5 cc. 
teaspoonful of reconstituted suspension contains 
125 mg. of oxytetracycline with 125 mg. of 
glucosamine and 125,000 units of nystatin, 60 cc. 
bottles. 


More detailed professional information avail- 
able on request. 


Science for the world’s well-being® fi PFIZER LABORATORIES Division, Chas. Pfizer @ Co., Inc. Brooklyn 6, New York 
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her baby. Beyond this, the way mothers 
said what they said about their babies 
often conveyed more than their actual 


words. 

A mother’s feeling about the sex of her 
baby was sometimes a useful clue to her 
feeling about him. Gordon’s petite, femi- 
nine mother expressed satisfaction with 
her very masculine baby, yet she treated 
him much as she would have treated the 
little girl for whom she had hoped. 
Lennie’s mother, on the other hand, said 
that she and her husband had wanted 
a boy so much that they hardly dared 
admit it. 

The kind and amount of contact 
offered to the baby by the mother. At 
home every mother necessarily spends 
some time away from her baby, the 
amounts of time varying with the 
mother and the circumstances. Differ- 
ences between mothers in the amount 
of contact that they offered the baby 
during the 4-hour sessions in our study, 
when the baby was in a strange place 
and under observation by strangers, often 
seemed significant. For example, some 
mothers maintained constant physical 
contact, touching the baby when they 
were not actually holding him. Some 
kept their eyes on the baby or talked 
to him. Some, who did not keep up an 
actual contact in this way, remained in 
the part of the room where the baby 
was, obviously aware of him all of the 
time. Others went to the other end of 
the room and lost contact entirely during 
part of the session. 

It seemed likely that most of the 
mothers who felt a need for constant 
physical contact with their infants as 
well as the ones who could separate 
themselves entirely from them were not 
altogether comfortable in their relation- 
ship with their babies. 

The mother’s idea of what the baby 
should be. Some mothers were able to 
sit back and watch the pattern that 
unfolded as the baby developed, offering 
support and guidance only where the 
baby seemed to need it. Other mothers 
tried to impose a pattern of their own 


on the child. Their success depended 
on a number of factors, including the 
strength of the mother’s effort, the child’s 
docility in the face of her pressures, and 
the consistency of mother’s approach. 
We find a variety of pictures among 
the cases in which the mother attempted 
to impose a pattern on the child. Ronnie 
and Greg both had mothers who wanted 
their babies to be “real boys,” but even 
in infancy this pattern fitted Ronnie 
better than ‘it fitted Greg. Gordon, since 
fate had made him a boy rather than 
the girl for whom his mother had hoped, 
had at least to be “cute” and “smart.” 
Darlene had to be “good” to conform 
to the strict religious outlook of her 
family. Donald had to be both “good” 
and “smart” to meet the demands of a 
family that showed the stress of high 
upward mobility coupled with conserva- 
tive religious leanings. Daryl, whose 
decorative mother had especially wel- 
comed a little girl, had to be “pretty” 
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ASK YOURSELF... 
“What's in it for me” 


A leading professional journal finished an 
article on leasing in a recent issue by saying: 
“Ask yourself ... what's in it for me.” 
When you lease your electronic equipment on 
the new and exclusive Birtcher Lease Plan 
here is what's in it for you: 


Now you can lease any major item of Birtcher Medical Electronic 
equipment through your Birtcher dealer. 


ELECTROCARDIOGRAPH + CARDIOSCOPE + DEFIBRILLATOR + HEART- 
PACER ULTRASONICS SHORT-WAVE DIATHERMY ELECTROMUSCLE 
STIMULATOR + GALVANIC UNIT + INFRARED LAMPS + SPOT-QUARTZ 
ULTRAVIOLET ¢ VIBRA-BATH HYDROTHERAPY + PERSONALLY CERTIFIED 
ELECTROSECTILIS *« HOSPITAL AND OFFICE ELECTROSURGICAL UNITS 


¢ THE HYFRECATOR® 


For complete details on the new Birtcher Lease Plan contact 
your local authorized Birtcher dealer or write direct to: 


Equipment Lease Division 


THE BIRTCHER 


CORPORATION 
LOS ANGELES 32, CALIF. 


THE BIRTCHER CORPORATION 
Department JOA-261 
4371 Valley Blvd., Los Angeles 32, Calif. 


Please send me complete details on 
“What's in it for me” if I lease my 
1 medical electronic equipment. 

Dr. 


Address 
City Zone State 


and wear her clothes effectively, even 
at 28 weeks. The demands of Roddie’s 
mother for a “real boy” who was also a 
model of deportment suggested confused 
values, common in our culture. 


2. Items referring specifically to the 
functioning of the mother. 

Another series of items used in judging 
the mother’s relation to the child deals 
with the question, “What kind of person 
is this mother?” 

Level of adjustment. The psychologists 
and psychiatrists on the basis of personal 
interviews made judgments about each 
mother’s general stability. In several cases 
the mother was regarded as a person who 
might experience a psychotic break at 
some later time. In others the impression 
was of a robustly healthy personality. 
Most cases, of course, fell at some point 
between these extremes. 


The mother’s feeling about her own 
competence in handling the baby. This 
item told something about the mother’s 
relationship with her baby, but still more 
about the way in which she appraised 
herself. 

Degree of acceptance of bodily func- 
tions in general. Some mothers found it 
difficult to deal with the physical side 
of life in any area, while others were 
matter-of-fact about it. This factor was 
observed from the way a mother behaved 
when she had to change a soiled diaper, 
when she came within range of an un- 
expected spray of urine, or when She 
nursed her baby in a strange place. 
It was also inferred from what she said 
and did in less stressful situations. 

The mother’s attitude toward breast 
feeding. This item overlaps the previous 
one but includes greater detail about the 
mother’s attitude toward breast feeding. 
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. A SUBSTANTIAL SAVING IN CASH OUTLAY. 

2. THE USE OF A UNIT THAT IS ALWAYS UP TO-DATE — THAT iS ee 

OBSOLETE — THAT IS ALWAYS IN PERFECT WORKING 

3. COMPLETE FREEDOM FROM COST AND WORRY OF MAINTE: 

NANCE AND REPAIR. 

_ 4. THE USE OF YOUR MONEY FOR PROFITABLE INVESTMENT. | oo 

_ 5. THE TAX ADVANTAGE OF A COMPLETE WRITE-OFF OF ALL COSTS oe 

6. THE OPPORTUNITY TO AFFORD MORE EQUIPMENT THAN YOU 

ORDINARILY MIGHT BE ABLE TO BUY. 

7. THE OPPORTUNITY TO CONVERT THE LEASE INTO PURCHASE 
DURING THE LIFE OF THE LEASE, IF YOUR TAX OR ECONOMIC 

SITUATION SHOULD CHANGE. 

One quarter century of 
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A new concept 


e Relieves itching and topical pain within minutes . . .“superior to any existing 
local anesthetic.’’! f 

e Not a ‘caine’ or a ‘quinoline’. Virtually non-irritating, non-allergenic, non-toxic 
. +. over a million uses without a single verified case of sensitization.2 


e The exclusive ACID MANTLE vehicle soothes sensitive skin, speeds healing and wards 
off recurrences by rebuilding the protective barrier of acidity that helps skin resist 
inflammation, irritation and infection. 
Available as Creme in 1.02. and 1 oz. tubes. 
3% Xylocaine* HCI (brand of lidocaine hydrochloride) in the exclusive ACID MaNTLEt vehicle. 

*Reg. T.M. Astra Pharmaceutical Products, Inc. U.S. Pat. No. 2,441,498. tReg. T.M. Dome Chemicals Inc. 


1. Crawford, O. B.: Anesthesiology 14:278, 1953. 2. Wiedling, S.: Xylocaine, The Pharmacological Basis For its Clinical 
Use, Stockholm, Almquist and Wiknell, 1959. 


WORLD LEADER IN DERMATOLOGICALS 


DOME CHEMICALS INC. 
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buccal tablets 
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PRURITUS ANI 
Treated Orally with 


Borcherdt's 


MALT SOUP EXTRACT 


(MALTSUPEX) @ 


POWDER LIQUID 


shows good results. We would like to 
send you the recently published paper 
by Dr. Louis H. Brooks who says, 


“It was found that administration of Malt 
Soup Extract in dosages of one or two table- 
spoonfuls twice daily produced favorable re- 
sults. Within two or three days after begin- 
ning this simple regimen, the itching and 
burning usually disappeared. Frequently 
there was prompt remission of symptoms 
which was followed by improvement in the 
condition of the tissue of the anal canal and 
the perianal skin.* 

Malt Soup Extract promotes the growth of 
aciduric flora in the lower tract. Because this 
product is a food and not a drug, there are no 
side effects. Because it is not habit forming, 
it can be given over long periods of time 
when necessary. Diabetic potpete should 
allow for 60 calories for each tablespoonful. 

Malt Soup Extract Powder is specially 
processed non-diastatic barley malt extract 
neutralized with potassium carbonate. 

Two beapia tablespoonfuls twice a day 
is the usua eiective jose and this may be 
reduced to two tablespoonfuls at bed time 
when satisfactory results are secured. 

Malt Soup Extract is available in liquid and 

wder form in 8 oz. and 16 oz. jars at most 

rug stores coast to coast. 
*Diseases of the Colon & Rectum, 
Vol. 1, No. 5, Sept.-Oct. 1958. 
Samples and literature gladly sent 
ow your request 


Borcherdt Company 


217 North Wolcott Avenue, Chicogo 2, Ill. 
in Canada: Chemo Drug Co. Lid., Toronto, Ont. 


" GHRONIG URINA® 
TR 


INFECTIONS” 


Soothes... Burning Urination 
GLEARS ...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 


Samples on Request 
Urolitia is especially useful for elderly patients 
with residual urine due to cystocele or ed 
prostate, in whom permanent sterilization of the 
urine cannot be expected. 


CONTAINS NO DYES 


Urolitia—each tablespoonful contains; 
Methenamine eee 


Dese: | Ths. in % cup warm water % hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fi. oz. 


‘BORCHERDT COMPANY 


Chicago 12, Illinois 


217 North Wolaptt Avenue 


It is concerned with the mother’s decision 
as to breast feeding, the reasons she gave 
for arriving at this decision, and observa- 
tions concerning her feelings in this con- 
nection. Some mothers expressed an al- 
most euphoric enthusiasm about nursing 
their babies, others a matter-of-fact, com- 
fortable satisfaction, and still others em- 
barrassment or repugnance. The mother 
who was serenely able to put her baby 
on a bottle when she did not want to 
nurse him was probably making her 
child more comfortable than the mother 
who reluctantly carried out her doctor’s 
orders for breast feeding. 


3. Items referring to the relationship 
between the parents. 

Less information was obtained about 
fathers and the relationship between the 
parents than about the mother and the 
baby. Nevertheless, there were a few 
items for which clues to the parents’ 
relationship were available in many cases. 

Temperamental compatibility of the 
parents. In many cases something could 
be inferred about this from what the 
mother said—or did not say, as when she 
seemed to avoid speaking of her husband. 

Agreement in wishes about the baby’s 
sex. Close agreement or sharp disagree- 
ment among parents in their wishes for 
a boy or a girl often gave a clue to their 
relationship with one another. Gordon’s 
father had wanted a boy as definitely as 
his wife had wanted a girl. The mothers 
of Molly and Susan had hoped for the 
boys their husbands wanted, although 
neither woman had strong personal pref- 
erences. Other mothers had shared their 
husbands’ deep satisfaction that their 
first child was a son. 

Agreement on handling and disciplin- 
ing the baby. Since in most cases the 
methods of child care are regarded as 
the mother’s province as long as the 
child is a baby, the failure of the father 
to play an active role did not seem 
significant. All the more notable, there- 
fore, were exceptions, as in the family 
of Joanne whose mother reported that 
her husband disapproved of the way she 
managed the baby’s schedule and felt 
that she was spoiling the child. 


4. Items referring to the mother’s re- 
lationship to a larger family unit. 

This group of factors entered the pic- 
ture only if members of a larger family 
unit lived in the vicinity of the baby’s 
family. It included a number of items: 

The amount of help given by the 
family to the mother. Chester’s aunts and 
his grandmother were always at hand to 
be called on when difficulties arose. Ron- 
nie’s mother accepted help that was 
offered, but she would not have asked 
for it. Rachel’s mother received help 
from her sister, but only in a major 
emergency. Janice’s mother depended 
largely on her own resources and those 
of her husband. 

Attitude of the mother toward the 
larger family group. Patsy’s mother took 
for granted the considerable help given by 


Aspirin 


SUPPRETTES 


Anti-Nausea 


SUPPRETTES 


"B&O 


SUPPRETTES 


#ISA #I16A 


Aquachloral 


SUPPRETTES 


Gentian Violet 


SUPPRETTES} 


SUCCESSOR TO THE SUPPOSITORY 


WEBSTER 


REQUIRES NO REFRIGERATION 
MAXIMUM DRUG ABSORPTION 


Water Soluble | Ready Dispersal 
Nonirritant No Leakback 


OUR 50th 


ANNIVERSARY OF 
PHARMACEUTICAL MANUFACTURE 


Write for samples and literature. 


The William A. Webster Co. 


PHARMACEUTICAL MANUFACTURERS 
MEMPHIS 3, TENNESSEE 
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STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 
spares 


your 
atient 


troublesome 
recovery 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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to CONTROL DIARRHEA...the traditional and time-tested triad 
of effective and safe agents 


Pleasant taste plus predictable, prompt response in diarrhea 


Parepectolin combines paregoric, pectin, kaolin in a balanced, stable colloidal suspension,  Parepectotin; each fluid ounce—Paregoric (equiv- 
with a smooth, creamy consistency and a pleasant, mildly aromatic flavor. Parepectolin  aient) 1.0 dram, Pectin 2.5 gr., Kaolin (specially 
is compatible with antibiotics, and retains its uniform consistency and its good flavor. purified) 85 gr. Bottles of 4 and 8 fluid ounces. 


nofen WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 


A-148 


hp 
| 
2." 
a 
| 


e In treating refractory, chronic conditions, 
VARIDASE therapy gives added impetus to 
recovery. In common, self-limiting conditions, 
VARIDASE provides an easier convalescence 
with faster return to constructive living. This 
can be of major importance even to the pa- 
tient with a “minor” condition. © VARIDASE 
Buccal Tablets are indicated to control in- 
flammation following trauma or surgical 
procedures, and in suppurative or inflamma- 
tory lesions of subcutaneous and deep tissues. 


there local 


® 


STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


‘‘Normal’’ recovery is not enough. Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 
a ‘“‘normal’’ recovery — put comfort in convalescence, shorten the re- 
covery cycle, and reap the reward of greater patient appreciation. 


@ Precautions: VARIDASE has no adverse 
effect on normal blood clotting. Care should be 
taken in patients on anticoagulants or with a defi- 
cient coagulation mechanism. When infection is 
present, VARIDASE Buccal Tablets should be 
given in conjunction with antibiotics. 

® Dosage: One buccal tablet four times daily 
usually for five days. To facilitate absorption, 
patient should delay swallowing saliva. 

© Supplied: Each tablet contains 10,000 Units 


Streptokinase, 2,500 Units Streptodornase. Boxes 
of 24 and 100 Tablets. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa» 
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Before application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation 
of skin. 


Before application of White’s Vitamin A & D 
Ointment—Treatment-resistant varicose ulcer in 
elderly obese patient. 


Before applications of White’s Vitamin A & D 
Ointment— Severe pressure sore in area over 
greater tuberosity of femur. 


After application of White’s Vitamin A & D 
Ointment at every diaper change—Diaper rash 
has completely disappeared within one week. 


After daily treatment with White’s Vitamin A 
& D Ointment—Completely healed ulcer pho- 
tographed five weeks after the start of treat- 
ment with White’s Vitamin A & D Ointment. 


After daily treatment with White’s Vitamin A 
& D Ointment—The sore is now filled with 
granulation tissue and shows signs of re- 
epithelization at margins. 


Supplied in 1% and 4 oz. tubes; 1 Ib. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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edema hypertension 


more doctors are prescribing— 
more patients are receiving the henefits of— 
more clinical evidence exists for— 


CHLOROTHIAZIDE 


than for any other diuretic-antihypertensive 


DIURIL is unique. There is no other brand of Supplied: 250-mg. and 500-mg. scored tablets DIURIL chloro- 
chlorothiazide thiazide in bottles of 100 and 1000. 


DIURIL is a trademark of Merck & Co., INC. 
D ge: Edema—One or two 500-mg. tablets DIURIL once or Additional information is available to the physician on request. 


twice a day. Hypertension—One 250-mg. tablet DIURIL or one M@D MERCK SHARP & DOHME 
500-mg. tablet DIURIL two to three times a day. Division of Merck & Co., INC., West Point, Pa. 
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her mother and sisters. Daryl’s mother haa 
help thrust upon her while Sally’s mother 
had the task of giving eager grandparents 
on the two sides equal opportunity to 
participate in the life of the family, 
Teddy’s mother made use of the services. 
of essentially uncongenial and critical 
relatives-in-law, part of the time paying 
for them. ' 


PRESCHOOL AND EARLY SCHOOL AGES 


In using this schedule with children 
who are somewhat beyond the age of 
infancy we find that many factors now 
affect the child directly which, at the 
earlier age, reached the child chiefly 
through their effect on the mother. The 
child past infancy understands a good 
deal of what goes on between his parents 
and how they feel about each other. The 
father, with his personality characteristics 


Ethyl! Chloride spray in therapeutic treatment and behavior potters; the siblings, with 
of muscular spasms, Strains, sprains, lumbago their relationships to parents and to each 
In addition to it ; other; and other relatives, with their 

0 its use as a local and general anesthetic, Gebauer’s | various roles, enter the picture in their 


Ethyl Chloride has been successful in treatment of cases involving 


musculoskeletal pain (“painful motion”) and other painful states. | home, neighborhood, and community, 
Clinical studies indicate cas _ | The role and status of his parents in this 
es where both temporary and perma broader world begin to affect his rela- 


nent relief have been recorded. 5 ETHYL CHLORIDE tionship to his parents and theirs to him. 


a By this time too the child himself has 
B AU become a person whose behavior extends 
of clinical results, write: Gebauer Chemical further and reaches deeper than the in- 
Company, 9410 St. Catherine Avenue, Cleve- CHEMICAL COMPANY | fant’s. He is at an age when new possi- 
land 4, Ohio. Makers of: bilities exist in addition to accepting, 

FLURO-ETHYL enjoying, ignoring, or rejecting another 


person, as a baby can. For example, he 
‘may begin to want something just be- | 


For additional information and a summary 


cause another person has it, not just for 
e e its own sake. More clearly differentiated 
Sull-Hildreth feelings such as hostility, guilt, or a 
desire to protect begin to affect his 
relationships with other people. His life 


Osteopathic Hospital space now includes past and future as 
well as present. It includes what is ab- 
Macon, Missouri sent as well as what is at hand, what is 


thought and imagined as well as what is 
objectively seen. 

For the Treatment of Nervous and Mental Disorders Beyond all these extensions in_ his 
psychological world and in his feelings, 
the child experiences changes in what 
he can do in and to environment. Our 
records show that even a 4-week-old 
child can do something toward shaping 
his environment for his own comfort. 
He can turn his head to avoid food, or 
push at a blanket that comes up against 
his face, or squirm until he has made 
himself a more comfortable nest in his 
bassinet. The preschool child has be- 
come more mobile. He can move about, 
speak, and act in ways that go much 
further toward shaping his world. 


SOME FINDINGS 


Many of the factors, such as the par- 
ent’s acceptance of the child and _satis- 
faction with what he was, seemed highly 


Macon, Missouri important to parent-child relationships. 

The parent’s awareness of the child’s 

— Eee, Do. Fred M, Stil, D.O. needs and of what was going on with 
him was another such factor. Karen’s 


mother, who by the time Karen was in 
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t, choleretic 


Caroid and Bile Salts Tablets correct constipation physiologically by aiding 
protein digestion, increasing the flow of bile into the gut, and stimulating 
peristalsis. 2 tablets before retiring—One natural movement in the morning. 
Caroid®and Bile Salts Tablets—digestant—choleretic—laxative. 
American Ferment Division, Breon Laboratories, Inc., New York 18, New York 
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When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIP 


potassium phenethicillin 


Consistent dependable therapeutic response through maximal 
absorption, maximal serum concentration and longer duration 
of inhibitory antibiotic levels for less susceptible organisms. 


Available as Maxipen Tablets, 125 mg. and 250 mg.; Maxipen 
for Oral Solution, 125 mg. per 5 cc. of reconstituted liquid. 


Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to include 
many staphylococci resistant to one or more of the commonly 
used antibiotics...narrows the spectrum of side effects by 
avoiding many allergic reactions and changes in intestinal 
bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral Suspen- 
sion, 125 mg. per 5 cc; Tao Pediatric Drops, 100 mg. per cc. of 
reconstituted liquid; Intramuscular or Intravenous as oleando- 
mycin phosphate. Other Tao formulations also available: 
Tao®-AC (Tao, analgesic, antihistaminic compound) Tablets; 
Taomid® (Tao with Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer’s line of fine pharmaceutical products 


New York 17, N. Y, Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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OTTAWA ARTHRITIS HOSPITAL 
AND DIAGNOSTIC CLINIC 


A special hospital with specialized facilities 

and experienced personnel to care for the arthritic 
patient who can not obtain adequate treatment 
in the busy general hospital. 


And for the patient who is not demonstrat- 
ing the maximum rate of improvement un- 
der office management. 


Write, wire or telephone us, collect, for specific 
information on admitting your patient. 


“IF A BODY HAS VITALITY ENOUGH TO LIVE UNDER WRONG CONDITIONS, 
IT HAS VITALITY ENOUGH TO IMPROVE UNDER RIGHT CONDITIONS" 


TELEPHONE HEmstead 4-0381 
900 EAST CENTER STREET, OTTAWA, ILLINOIS 


A REGISTERED OSTEOPATHIC HOSPITAL 


1961 


Any Sensible Shoe.. 
plus CUBOIDS 
can offer EFFECTIVE SUPPORT 


Your patients can conform to the 
latest (non-radical) footwear fash- 
ions when wearing Cuboid Shoe 
Inserts ... and still enjoy firm, yet 
gentle support where so often 
shown to be required. 

Bear in mind, Cuboids are not a 
make of shoe: they are lightweight 
inserts that are slipped into the 
regular shoe. With wear, the Cuboid 
“breaks in” and takes form that 
compensates between an unyielding 
shoe sole and the plantar area 

of the patient’s foot. 

Burns Cuboids have been prescribed 
by physicians for as long as 23 years. 
The product has been advertised 

to you in these columns for the past 
eleven years. They are widely 
available in shoe stores and shoe 
departments, in 248 styles and sizes. 


Aspecial data sheet describing the functions of Cuboid 
Shoe Inserts is available to doctors on request. 


BURNS CUBOID Co. 
Established 1936 
P. 0. Box 658 Cuboids 
Santa Ana - California 
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Ideal Folding Table 


For Home and Office 


Height 2714” 


Length 69” 
Weight 32 lbs. Width 22” 


Price $42.50 


(Paratex and felt) 2” Paratex padding 
$12.50 additional 


American Osteopathic Assn. 


212 E. Ohio St., Chicago 11, Illinois 


school was busy with a family of seven 
children, gave a picture of Karen’s world 
that contrasted sharply with the one 
Karen herself gave to the project’s psy- 
chiatrist. Patsy’s mother showed deep 
empathy with Patsy’s moods, yet she 
often failed to recognize what was 
troubling the child. Molly’s mother, on 
the other hand, seemed to know very 
well what lay back of changes in Molly's 
behavior. 

In some cases, a parent seemed to 
understand a child’s problems and yet 
be unable to accommodate his own at- 
titudes in a way that would relieve the 
child. This was true of Darlene’s parents 
who realized that their own religious and 
moral feelings created a gulf between 
their child and the community, and yet 
could do little to help her. 


PRESSURES AND RESISTANCE 


The schedule used to evaluate family 
background included several items deal- 
ing with the mother’s respect for the 
child’s own individuality and bodily au- 
tonomy. Most of the children showed a 
certain degree of resistance to external 
pressures—some even in infancy and 
some not until later. 

Diane, at 28 weeks, seemed to resent 
her mother’s insensitive handling. By the 
time Diane was 4, her mother had be- 
come a more relaxed person. Observers 
then found Diane to be an easy, com- 
fortable child, but they were not sur- 


_prised that she was able to hold her 


own—for example, when an adult asked 
her questions that she did not choose 
to answer. 

In contrast, Janice in infancy appeared 
to be a highly docile, plastic baby in 
the hands of a kind but rather coercive 
mother who “knew” exactly what her 
baby should do every moment and what 
should be offered to her. By the time 
Janice was 5, her mother’s tension had 
increased. Resistance, which had been 
minimal at 28 weeks, had become a focus 
of the child’s behavior, and mother- 
daughter conflict often reached uncom- 
fortably high levels. 

When Steve was a baby his mother 
seemed more interested in her own 
physical state than responsive to indica- 
tions of the child’s needs. When he was 
5, she would pick him up and practically 
“pour” him into a snowsuit. Steve him- 
self offered little resistance to such han- 
dling at either age, but he showed a 
high degree of motor tension as a baby 
and 

Much of our data seems to justify 
the generalization that it is undesirable 
for a parent to impose a pattern on a 
child. Even when the pattern is con- 
gruent with the child’s own direction of 
growth and the pressure is not severe, 
the imposition may impair the child’s 
ability to handle his own life. When 
demands run counter to the child’s 
natural pattern, they may restrict im- 
portant areas of development. And they 
often contribute, as they seemed to with 
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cures the first 
ten million “tries” 


only consistent, sustained relief of cold symptoms 


In 9 years Novahistine formulas haven't cured a single cold but, according 
to National Prescription Audits, they have been prescribed for relief of 
symptoms in over 10,000,000 patients. 

Novahistine LP, for instance, brings prompt, continuous cold symptom 
relief for 8 to 12 hours. Two Novahistine LP tablets in the morning and two 


in the evening will control the average patient's cold discomforts. Each 
tablet contains 25 mg. phenylephrine hydrochloride and 4 mg. chlorpro- 


phenpyridamine maleate. 


Novahistine’ 


On PITMAN-MOORE COMPANY oivision OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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COLDS AND 


THE RIGHT AMOUNT OF “INNER SPACE” 


RIGHT AWAY 


LABORATORIES 
New York 18, N. Y. 
® 
(Brand of phenylephrine hydrochloride) 
hydrochloride 


NASAL SOLUTIONS AND SPRAYS 


Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


Neo-Synephrine solutions and sprays produce shrink- 
age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
¥e% to 1%; and in aromatic solution and water 
soluble jelly. 
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— ~PHENAPHEN 


(Basic formula) 


In each capsule: Phenacetin (3 194. 0 

acetylsalicylic acid (24% gr.) 16 ; hyos- 

amine sulfate 0.031 mg.; and phone Darbital 
C/A gr.) 16.2 mg. 


PHENAPHEN No.2 


PHENAPHEN with Codeine gr. 


PHENAPHEN No. 3 


PHENAPHEN with Codeine gr. 


PHENAPHEN No.4 


PHENAPHEN with Codeine ....................cs0000: 1 gr. 
SUPPLY: Botties of 100 and 500 capsules. 


sedative-enhanced analgesia 


To each “‘according to his need’’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 
tions, in four strengths for individualized prescription. 


PHENAPHEN 


PHENAPHEN CODEINE 


gr., gr., 1 gr. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 
Making today’s medicines with integrity ... seeking tomorrow’s with persistence 
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The real beauty of Robitussin is seen in the relief it brings to cough. By increasing 
the tracheal flow of respiratory tract fluid, Robitussin’s glyceryl guaiacolate turns useless 
cough into productive cough. Efficient yet gentle, Robitussin helps the cough rid itself 
of the very irritants that cause it, And in more than @ deeade of use it has proved unques- 
tionably safe, as well as consistently acceptable, .o patients of all ages. Robitussin® is 
glyceryl guaiacolate, 100 mg. per 5 ce. dose; Robitussin® A-C adds prophenpyridamine 
maleate 7.5 mg., and codeine phosphate 10.0 mg, per 5 cc. dose (exempt Marcotic). 


A. H. Robins Company, Ine., Richmond: 20, Virginia 
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extraordinarily effective diuretic..” 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.2 More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added. protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy, 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 


¢ K (5 € 500) Tablets, capsule-shaped, containing 5 mg. ben- 


zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
é K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) @ 


Naturetin NaturetineK 


Squibb Benzydrofiumethiazide 
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Squibb Benzydrofiumethiazide with Potassium Chloride 
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Janice, to a high degree of overt conflict, 
or as with Steve, to inner stress that 
affected both physical and psychological 
functioning. 

Yet our data could not be interpreted 
unequivocally, even in regard to factors 
as evident as parental coercion. In the 
infancy study the mothers who were 
themselves systematic persons were some- 
times happier and, therefore, better able 
to respond to their babies in general if 
the baby was on a schedule. A baby 
who had reached a crisis of fatigue in 
which he seemed unable to regain con- 
trol was sometimes helped, for the mo- 
ment at least, if his mother held him 
firmly in a position in which he was apt 
to fall asleep. 

Obviously the way in which proce- 
dures were carried out was important. A 
mother could sometimes work out a 
schedule for her baby that involved a 
minimum of coercion; and a baby could 
sometimes be led by easy stages into 
falling asleep. But sometimes one saw 
fairly strong pressures exerted on a 
baby, and in individual cases it was not 
always clear whether or not this coercive 
treatment was undesirable. 

The same generalization about the 
effects of parental pressures could be 
made in regard to the children at later 
ages, with the same questions holding 
even more significance. Greg’s parents, 


for example, valued good grades and tidy 
homework—things that were relatively 
unimportant in Greg’s creative, artistic 
approach to life. The parents were fairly 
successful in getting him to fall in with 
their pattern, and it was impossible to 
say how far, in the long run, this was 
going to be good or bad for this particu- 
lar child. 

It seemed unlikely that Greg’s parents 
could change their own basic outlook. 
They formed the major part of the 
child’s setting and their approval was an 
important factor in his development. 
More than that, he lived in a world that 
would make demands very much like 
those they were making. A certain degree 
of compliance with the pressures that 
were exerted at home would make it 
easier for him to get on in this world. 
At the same time, he was being molded 
to an uncongenial pattern at a cost to 
other abilities that would have been 
satisfying to him and also might have 
produced a contribution to society. Greg, 
in this sense, poses a major question. 

With another child, the parental pres- 
sure had different implications. Susan 
had suffered a severe attack of polio at 
the age of 3. Her own strong drive car- 
ried her a long way toward recovery, but 
unless her parents had enforced strong 
demands on her, her recovery would 
have been far less adequate than it was 


and she would have remained more 
seriously crippled than she did. 


COMPATIBILITY 


This item on parent-child compatibility 
raised new issues as the child grew 
older. The effects of incompatibility were 
striking in the case of Vernon, a socially 
sensitive, complicated baby who did un- 
usually well on infant tests. Vernon be- 
longed in a sports-oriented family that 
had little regard for individual feelings 
and little interest in the intellectual side 
of life. At the age of 4, he had one of 
the highest IQ’s in the group, yet at 8 
he was doing only mediocre work in 
school. The fact that he was liked by 
his peers and successful in elementary 
school games suggested a good adjust- 
ment; but the meaning to him and to 
others of his failure to use his resources 
in other areas remains an unanswered 
question. 

The factor of compatibility introduced 
a somewhat different complication with 
Martin. When he was 28 weeks old he 
and his gay, very verbal, and very charm- 
ing mother made a delightful pair. The 
mother’s sensitivity to her baby’s chang- 
ing moods did much to shelter him from 
what might otherwise have been the 
too-heavy impact of an ordinary environ- 
ment. Yet, by the time Martin was 5, 


our ‘‘DEBON-AIRE” uni 


YOUR COMPLETE AIR-SUCTION SOURCE 


Debon-Aire has everything in a single, compact unit. There are drawers 
for instruments and supplies; stainless-steel racks for bottles and sprays 
(protected by a hinged cover); black glass top; stainless-steel toe-strip. 
Size of top, 14" x 18"; height overall 3614“. Pump switch and elec- 
trical outlet on right side of cabinet. 


WHIRLWIND PUMP 


The Whirlwind Pump is a powerful rotary 
with automatic oiling, vacuum trap, gauges, 
regulators, muffler-filter. It is quiet as a 
whisper. The suction bottle is of 32-oz. 
capacity. Bottle cap is chrome plated and 
has separable fittings. The bottle bracket 
is of stainless steel and may be mounted 
on either side of cabinet (specify). 


Cat. No. CR 2550 


rice $22450 


Without suction bottle and bracket . .. . $209.50 
Ether Bottle and bracket available at $18.50 


609 College St. Makers of Proctological Instruments Cincinnati 2, Ohio 
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IMPROVE Cholan-HMB contains chemically pure oxidized bile acid to stimulate 

the production of a large volume of thin bile, flush the biliary tree, 

improve digestion of fats, and relieve the symptoms of dyspepsia, 

HEP ATO. constipation and indigestion caused by intrahepatic biliary stasis. 

To counteract spasm of the biliary sphincters and relax the 

BILIARY gallbladder, Cholan-HMB contains spasmolytic homatropine methyl- 

bromide. The mild sedative component helps to calm the tense, 

FUNCTION emotional patient with hepatobiliary dysfunction. Cholan-HMB pro- 

vides physiologic and symptomatic relief of biliary stasis in primary 

AT THE biliary dyskinesia, pre- and postcholecystectomy syndrome, cholan- 

gitis, and digestive disturbances of pregnancy. 

CELLULAR Cholan-HMB® — dehydrocholic acid, Maltbie, 250 mg.; 2.5 mg. homatropine 

methylbromide, and 8 mg. phenobarbital. 1 or 2 tablets t.i.d. after meals. 


LEVEL WITH Cholan-V® — dehydrocholic acid, Maltbie, 250 mg., and 5 mg. homatropine 
methylbromide. 1 or 2 tablets t.i.d. after meals. 


Cholan-DH® — dehydrocholic acid, Maltbie, 250 mg. 1 or 2 tablets t.i.d. 
CHOLAN- 
Supplied: Bottles of 100, 500, and 1,000 tablets. 
® Contraindication: severe hepatitis; complete obstruc- Malthe) 
B tion of the hepatic or common bile ducts; glaucoma FE ne sci 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 


PCN-11 
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add the essential maternal element " 


lacking in infant formulas 


new... 
POLYMUL’ 


Infant 
Nutrition 
Supplement 


POLYMUL, a unique combination of polyunsaturated fatty acids protected by anti- A 
oxidant tocopherols, makes any infant feeding formula a “true substitute” for mother’s milk.’ 
Today, infant formulas are adjusted in nutritional values to simulate human milk—however, s 
they lack the type of fat which determines the degree of utilization of the nutritional elements. pi 
Blood assays and clinical evidence demonstrate that with POLYMUL absorption, transport, 2 
and actual cell utilization of nutritional elements approximate mother’s milk.?:*4 


increases caloric efficiency of any infant formula®’ to equal mother’s milk 

satisfies hunger longer with less formula ?:3-8.° 

helps protect against allergy... allergic symptoms—infantile asthma, eczema, diarrhea— 
tend to regress”: 5-7: 1° 

improves skin texture? ® 


POLYMUL...12 years of clinical research... thousands of blood assays‘ 


Each 1 cc. POLYMUL ‘dispensulet’ contains 950 mg. of unsaturated fatty acid glycerides providing: 


| Linoleic & Linolenic Acids 600 mg. 
Tetra, Penta & Hexaenoic Acids 100 mg. 
Oleic & Saturated Acids 150 mg. 
Mixed Tocopherols 5 mg. 
Polysorbate 80 50 mg. 


Dosage: 2 to 4 cc. per day. Average dose 8 cc. per day. Contents of 3 POLYMUL HARMACEUTI 
‘dispensulets’ in formula after sterilization or one ‘dispensulet’ to 4 ounces of vireenanenen _ 


formula for three feedings. INDUSTRIES, 
INC. 
Supply: 
Convenient, accurate ‘dispensulets’ (1 cc.) in dispensing carton of 100—over one Erlton, 
month’s supply. New Jersey ; 


1. Worne, H. E., and Smith, L. W.: N. Y. Physician and Am. Med. 58: 44 (Dec.) 1959. 2. Smith, L. W., and Worne, H. E.: Antibiotic Med. and Clin. Therapy 4: 515 
(Sept.) 1957. 3. Worne. H. E., and Smith, L. W.: 5th International Congress of Bronchoesophagology, Vienna, Austria (Aug. 31) 1956, 4, Clinical reports on file at 
Pharmaceutical Industries, Inc. 5. Weise, H. F., Hansen, A. E., and Adam, D. J. D.: J. Nutrition 66: $45 (Nov.) 1958. 6. Adam, D. J. D., Hansen, A. E., and Weise, H. F.: 
J. Nutrition 66: 555 (Dec.) 1958. 7. Hansen, A. E., et alt J. Nutrition 66: 565 (Dec.) 1968. 8. Ivy, A. C.: J. A. M. A. 105: 5-6 1935. 9. Lim, R. K. S., et al: Proc. Soc. 
Exp. Biol. Med. 27: 890, 1930. 10. Smith, L. W., and Worne, H. E.: Am. J. Med. Se. 287: 602 (May) 1959. 


“Tn at least 80 per cent of the patients seen by the cardiologist, anxiety prolongs and intensifies the physical 
disorder. For ambulatory patients, meprobamate is believed most suitable of the ataractic agents [to control 
anxiety).’” 


The efficacy and wide safety margin of EQUANIL (meprobamate, Wyeth) is attested to by hundreds of 
published clinical studies. EQUANIL is predictable in its effects; pharmacologic actions are not diffuse. 
EQUANIL is well tolerated. Effects are not cumulative even on prolonged use. Side-reactions are re- 
markably few and mild. 
Although rare, allergic reactions may occur; excessive dosage 
should be avoided in all patients. For further information on 
prescribing and administering EQUANIL see descriptive litera- 
ture, available on request. 
Wyeth Laboratories Philadelphia 1, Pa. 

A Century 


1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 8:1075 (July) 1957. eprobamate, of Service 
2. Friedlander, H.S.: Am. J. Cardiology 1:395 (March) 1958. Wyeth to Medicine 
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more effective analgesic 


Kills pain 


3 


tension 


For neuralgias, dysmenorrhea, upper respiratory a 
distress, postsurgical conditions...new compound | 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- caffeine: a safe, mild stimulant for elevation of 


ferent analgesic combination that contains three mood. As a result, the patient gets more complete 
> % drugs. First, Soma: a new type of analgesic that relief than he does with other analgesics. 
¥? has proved to be highly effective in relieving Soma Compound is nonnarcotic and nonad- 
st both pain and tension.” Second, phenacetin: dicting. It reduces pain perception without im- 
Me a “standard” analgesic and antipyretic. Third, pairing the natural defense reflexes.* 


NEW NONNARCOTIC ANALGESIC 


Composition: Soma (carisoprodol), 200 mg.; 


® 
phenacetin, 160 mg.; caffeine, 32 mg. i 
Dosage: 1 or 2 tablets q.i.d. | te Me 
Supplied: Bottles of 50 apricot-colored, i Sita! 
scored tablets. 


‘NEW FOR MORE SEVERE PAIN 


soma (Jompound--codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
ina the effectiveness of codeine. Therefore, only % grain of codeine phosphate 
7 * is supplied to relieve the more severe pain that usually requires 2 grain. 


— Composition: Same as Soma Compound plus % grain codeine phosphate. 
Dosage: 1 or 2 tablets q.i.d. 
i Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


*References available on request. a 
WALLACE LABORATORIES Cranbury, N. J. 
JOURNAL A.O.A., VOL. 60, FEB. 1961 Ale? il 
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Salicylamide 


antirheumatic". 


Mephenesin 
Vitamin C 


Each capsule-shaped tablet contains: 
.. . . 500 mg. 
Mephenesin 

Ascorbic Acid 


COMMON SENSE FOR A COMMON PROBLEM from 


IF’ you need SAFE, EFFECTIVE THERAPY for long-term 
treatment of ARTHRITIS and RHEUMATISM remember 


SALIMEPH’ 


relief of spasm ~~ 


maintains 
adrenal reserve 


For Best Results Prescribe SALIMEPH FORTE 


Write for sample and literature to 


KREMERS-URBAN CO. 
Milwaukee 1, Wisconsin 


Distinctive Ry Specialties Since 1894 


Loftus—Diagnosis in 
Clinical Psychiatry 


By THOMAS A. LOFTUS, M.D. 


Associate Professor of Clinical Psychiatry, The 
Jefferson Medical College, Philadelphia 
This book is a boon to every doctor who wants 
to know precisely how to handle patients in need 
of psychiatric understanding. The meaning of 
diagnosis, methods of conducting psychiatric con- 
sultations, exercises in diagnosis, psychotic be- 
havior, and the use of drugs are explained fully. 
Differential diagnosis is presented in tabular form. 

Self testing case histories are included. 


New. 169 Pages. $5.00. 


Washington Square 
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TWO NEW BOOKS! 


Collins—Fundamentals of 
Nerve Blocking 


By VINCENT J. COLLINS, M.S., M.D. 


Associate Professor of Anesthesiology, 
New York University Medical Center 


With the Assistance of EMERY A. ROVENSTINE, M.D. 
Professor of Anesthesiology and Chairman of the 
Department, New York University Medical Center 


How to relieve pain by simple, easily applied 
nerve blocks is detailed in this new book of prin- 
ciples and technics. Pain of bursitis, neuralgias, 
malignancies, vascular diseases, tumors, visceral 
pain, even frostbite, asthma and shingles are but 
a few of the many conditions covered. 


New. 354 Pages. 144 Illustrations. 19 Tables. $9.50. 


LEA & FEBIGER 


Philadelphia 6, Pa. 
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WHENEVER COUGH THERAPY 
AS INDICATED 


cough and symptoms. 
in 15- 20 minutes w effective for 6 hours or 
longer = promotes expectoration m= rarel 
-constipates = agreeably cherry-flavored 
Each teaspoonful (5 cc.) of contains: 
Hycodan® 
Dihydrocodeinone Bitartrate 
(Warning: May be habit-forming) 
Homatropine Methylbromide 
yrilamine Maleate . 
lephrine 
Ammonium Chloride . 


85 me. 
dose: One teaspoonful after meals and at 
-habit-forming. Federal permits 


iterature on request. 
LABORATORIES 
Richmond Hill 18, New Y 


THE COMPLETE Rx FOR C 
: X OUGH CONTROL © 


improvement 


MORE HIGHLY PURIFIED 
PURIVAX Poliomyelitis Vaccine contains less monkey kidney protein than does: 
‘a commercial Salk vaccine. Consequently, the possibility of allergic 


sensitization is minimized. 


Standardization is achieved by precise physical (rather than biological) 
methods so as to produce a uniform quantity of inactivated antigen in each dose. 


MORE RAPID PROTECTION 
PURIVAX Poliomyelitis Vaccine provides immunity in a higher percentage of patients 


who complete only two of the recommended three-dose series; this results in an 
| | earlier establishment of immunity in a significant proportion of patients. 
Immunity in all patients who received three doses of PuRIVAX Poliomyelitis Vaccine 
has been reported.* 


GREATER SAFETY 


PuRIVAX Poliomyelitis Vaccine induces high antibody titers against all three 
types of poliomyelitis virus. Moreover, the highly virulent Mahoney strain of type 1 


has been replaced by the less virulent Parker strain for even greater safety. 


POLIOMYELITIS VACCINE, PURIFIED 


After Only TWO Injections 
Percentage of Patients Showing Immunity to All Three Types of Poliomyelitis Virus* 


O 
IPWIRITVAX POLIOMYELITIS VACCINE QI” 


IMMUNE 


POLIOMYELITIS % | 
VACCINE | 
(Commercial Salk) 


IMMUNE 


Dosage and Administration: It is recommended that three injections (intramus- *Hilleman, M. R., Charney, J., Tytell, A. A., Weihl, C., 
cular or subcutaneous) of 0.5 cc. each be given, with an interval of 4 to 6 Cornfeld, D., Ichter, J. T., Riley, H. D., Jr. and Huang, 
weeks between the first and second injection. The third injection should be N.: Investigation into the development and clinical testing 


administered 7 months or more after the second injection. of a poliomyelitis vaccine containing standardised 
amounts of purified poliomyelitis virus antigens, 1960 


The preferred procedure is to complete immunization before the season when Symposium on Polio Vaccines, Newark, New Jersey, 
poliomyelitis characteristically increases. However, the vaccine may be admin- April 20, 1960. 

istered throughout the summer season. Special circumstances such as exposure 

to the disease, tonsillectomy, or trauma are not considered contraindications. For additional information, write Profcesional 


Supplied: 2-cc. vials. Services, Merck Sharp & Dohme, West Point, Pa. 


&> MERCK SHARP & DOHME, DiviSiON OF MERCK & CO., INc., WEST POINT, PA. 


PURIVAX is a trademark of Merck & Co., Inc. 
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This principle guides the design 
and construction of each OTC 
Surgical Support and Orthopedic 
Appliance, “. . . to aid the 


physician” in securing the desired 


therapeutic effect, consistent 
with the patient’s comfort. Each 


OTC support must merit the 


physician’s approval and the 
patient’s acceptance, for each 
support is “Designed for Doctors’ 
Prescriptions,” 


Write for the name of the 
qualified OTC dealer in your area... 
ask for the OTC reference catalog. 


Supports ¢ Surgical Hosiery 
Orthopedic Appliances ¢ Specialties 


se of surgical appliance industries, inc, 


St., Cincinnati 2, Ohio 
Branches: New York, San Francisco, Ottawa 
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this very compatibility had intensified 
strains which he was finding hard to 
handle. He was competing with his 
somewhat more phlegmatic brother for 
his father’s attention and at the same 
time suffering from guilt feelings toward 
the brother because of the easy victories 
that his own alertness and his mother’s 
ready support brought him. 

Tommy, at 32 weeks, had seemed to 
need more robust treatment than his 
gentle mother could offer him. As an 
older child he found his way into a 
strenuous little-boy life and an identifi- 
cation with his father that provided a 
pattern, both for his own very masculine 
interests and for a comfortable, flirtatious 
relationship . with his mother. He ap- 
parently had reached this solution at 
considerable emotional and _ intellectual 
cost during his preschool years, but it 
seemed to have become established on 
a firm basis by the time he was in the 
fourth grade. 

The results of this study are evidence 
of the importance of some factors affect- 
ing relationships between children and 
their parents. At the same time they 
show the’ difficulties involved in any 
attempt to designate a particular list of 
factors as good or bad as far as a par- 
ticular child is concerned. Each factor 
must be considered in terms of the char- 
acteristics of both the parent and child, 


and interactions between the child and 
his world must be taken into account 
in making any evaluation. 


1. Heider, G. M.: A pilot study of vulnera- 
bility to stress in infants and young children. 
1959. (Unpublished doctoral dissertation, Li- 
brary of the University of Kansas.) 

2. Escalona, S.; Leitch, M. E.; et al. Earliest 
phases of personality development. Child Re- 
search Monograph No. 17, Child Development 
Publications, Evanston, Ill., 1953. 

3. Murphy, Lois Barclay: Learning how 
children cope with problems. Children, July- 
August 1957. 


Books received 


Books received for review during the pe- 
riod from December 5 to January 5 are 
listed below. Reviews will be published 
as space permits. 


MEDICINE AS AN ART AND A SCIENCE, 
By A. E. Clark-Kennedy, M.A., M.D. (Cantab), 
F.R.C.P. (London), Fellow of Corpus Christi 
College, Cambridge; Consulting Physician to 
the London Hospital, and formerly Dean of the 
Medical School; and C. W. Bartley, M.A., D.M. 
(Oxon), M.D. (McGill), M.R.C.P. (London), 
Physician to the Lambeth Hospital. Cloth. Pp. 
425. Price $6.25. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1960. 


Henry Ford Hospital International Symposium. 
BIOLOGY OF PYELONEPHRITIS. Edited by 
Edward L. Quinn, M.D., F.A.C.P., Physician in 
Charge, Division of Infectious Diseases, Depart- 
ment of Medicine, Henry Ford Hospital; and 
Edward H. Kass, M.D., Ph.D., M.A. (hon.), 
F.A.C.P., Associate Professor of Bacteriology 
and Immunology, Harvard Medical School; As- 
sociate Director, Mallory Institute of Pathology, 
and Associate Physician, Thorndike Memorial 
Laboratory, Boston City Hospital. Cloth. Pp. 
708, with illustrations. Price $18.00. Little, 
—, & Company, 34 Beacon Street, Boston 
6, 1960. 


CEREBROSPINAL FLUID DYNAMICS IN 
HEALTH AND DISEASE. By David Bowsher, 
M.A., M.D., Lecturer in Postgraduate Anatomy, 
The University of Liverpool, Liverpool, England. 
Cloth. Pp. 80, with illustrations. Price $4.75. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


THE OPERATIONS FOR INGUINAL HER- 
NIA. By Mark M. Ravitch, M.D., Associate 
Professor of Surgery, The Johns Hopkins Uni- 
versity School of Medicine; Surgeon in Chief, 
The Baltimore City Hospitals; and James M. 
Hitzrot, II, M.D., Resident in Orthopedic Sur- 
gery, The Johns Hopkins Hospital. Cloth. Pp. 
64, with illustrations. Prite $4.00. The C. V. 
Mosby Company, 3207: Washington Boulevard, 
St. Louis 3, 1960. 


HEALTHY BABIES—HAPPY PARENTS. By 
Henry K. Silver, M.D., Professor of Pediatrics, 
University of Colorado, School of Medicine, Den- 
ver, Colorado; C. Henry Kempe, M.D., Profes- 
sor and Chairman of the Department of Pediat- 
rics, University of Colorado School of Medicine, 
Denver, Colorado; and Ruth Svibergson Kempe, 
M.D., formerly Chief of the Division of Mental 


are your Hypertensives bothered by 


NASAL CONGESTION? 


Of 403 Hypertensive and Anxiety Patients Treated with 
Harmonyl, only 12—-2.7%—Reported Nasal Congestion* 


(Deserpidine, Abbott) 


*See page A-181 for footnotes and dosage | 


switch your working hypertensives to 


Harmonyl. 


ABBOTT 
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listless, ' feel better- 
‘Fatigued- 


even 
‘hypochondriac” | first day's 


| patients: dose! 


Alertonic 


alerts the mind/ tones the body 


here’s why: Each day’s dose of Alertonic (3 tablespoonfuls) contains: 


a mild psychic stimulant: Meratran (pipradrol) 
Hydrochloride, 2 mg. 

abundant vitamins & minerals: Vitamin B; (Thia- 
mine Hydrochloride), 10 mg.; Vitamin B, (Riboflavin), 
5 mg.; Vitamin Be (Pyridoxine Hydrochloride), 1 mg.; 
Niacinamide, 50 mg.; Choline, 100 mg.; Inositol, 100 mg.; 
Iodine (as Potassium Iodide) , 1 mg.; Calcium Glycerophos- 
phate, 100 mg. and one milligram of each of the following: 
cobalt, manganese, magnesium, zinc, molybdenum. 


in a rich 15% alcohol base 

Dosage: One tablespoonful t.i.d. 30 minutes before meals. 
Supplied: Pint bottles, on B only. 

To date more than 30 million doses have been prescribed. . 


THE WM. S. MERRELL COMPANY 
CINCINNATI, OHIO * ST. THOMAS, ONTARIO 
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Hygiene, Department of Public Health of the 
City and County of San Francisco, California. 
Cloth. Pp. 228, with illustrations. Price $4.50. 
McGraw-Hill Book Company, 330 West 42nd 
Street, New York 36, 1960. 


FACTS FOR CHILDLESS COUPLES. By 
E. C. Hamblen, M.D., F.A.C.S., Professor of 
Endocrinology; Associate Professor of Obstetrics 
and Gynecology, Duke University Medical Cen- 
ter; Founder and Emeritus Chief of the Division 
of Endocrinology and Endocrinologist, Duke 
Hospital, Durham, North Carolina, Ed. 2. Cleth. 
Pp. 130, with illustrations. Price $3.50. Charles 


CLINICOPATHOLOGICAL CONFERENCES 
OF THE MASSACHUSETTS GENERAL HOS- 
PITAL. Selected Medical Cases. By Benjamin 
Castleman, M.D., Chief, James Homer Wright 
Pathology Laboratories, Massachusetts General 
Hospital; Clinical Professor of Pathology, Har- 
vard Medical School; and H. Robert Dudley, 
Jr., M.D., Assistant in Pathology, Massachusetts 
General Hospital; Instructor in Pathology, Har- 
vard Medical School. Cloth. Pp. 295, with il- 
lustrations. Price $12.50. Little, Brown & 
Company, 34 Beacon Street, Boston 6, 1960. 


NO MIRACLES AMONG FRIENDS. By Sir 


C Thomas, Publisher, 301-327 East La ic 
Avenue, Springfield, Illinois, 1960. 


RESPIRATION. Physiologic Principles and 
their Clinical Applications. Edited and Trans- 
lated from the German Edition by Peter C. 
Luchsinger, M.D., Chief of Pulmonary Physiol- 
ogy Research Laboratory, Mt. Alto Veterans 
Administration Hospital, Washington, D.C.; As- 
sistant Professor of Medicine, Georgetown Uni- 
versity School of Medicine, Washington, D.C.; 
and Kenneth M. Moser, M.D., Head of Chest 
and Contagious Disease Branch, U.S. Naval 
Hospital, National Naval Medical Center, 
Bethesda, Md.; Instructor in Medicine, George- 
town University School of Medicine, Washing- 
ton, D.C. Cloth. Pp. 505, with illustrations. 
Price $15.75. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1960. 


QUANTITATIVE CELLULAR HAEMATOL- 
OGY. By J. M. Yoffey, D.Sc., M.D., F.R.C.S. 
(Eng.), Professor of Anatomy, University of 
Bristol, Bristol, England. Cloth. Pp. 122, with 
illustrations. Price $5.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


I ge Ogilvie, K.B.E., F.R.C.S., M.D. Cloth. 
Pp. 176. Price $4.50. Max Parrish, London. 
Charles C Thomas, Publisher, exclusive U.S. 
distributors, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


MANUAL OF CARE FOR THE DISABLED 
PATIENT. By Arthur J. Heather, M.D., Medical 
Director, Eugene duPont Memorial Hospital and 
Rehabilitation Center; Section Chief, Department 
of Physical Medicine, Memorial Hospital; As- 
sociate in Medicine (Physical Medicine), Dela- 
ware Hospital, Wilmington, Delaware; Instructor 
in Physical Medicine and Rehabilitation, School 
of Medicine, University of Pennsylvania, Phila- 
delphia. Cloth. Pp. 119, with illustrations. Price 
$3.75. The Macmillan Company, 60 Fifth 
Avenue, New York 11, 1960. 


PATHOLOGY. A Dynamic Introduction to 
Medicine and Surgery. By Thomas Martin 
Peery, M.D., Professor of Pathology; and Frank 
Nelson Miller, Jr., M.D., Associate Professor 
of Pathology, The George Washington University 
School of Medicine, Washington, D.C. Paper. 
Pp. 626. Price $5.50. Little, Brown & Company, 
34 Beacon Street, Boston 6, 1961. 


CALCIUM METABOLISM AND THE BONE. 
By Paul Fourman, M.D., D.Sc., F.R.C.P., Senior 
Lecturer in Medicine, Welsh National School of 
Medicine. Cloth. Pp. 325, with illustrations. 
Price $8.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1960. 


IMPORTANCE OF THE VITREOUS BODY 
IN RETINA SURGERY WITH SPECIAL EM- 
PHASIS ON REOPERATIONS. Second Con- 
ference of the Retina Foundation, May 30 and 
31, 1958. Edited by Charles L. Schepens, M.D., 
Boston, Massachusetts. Cloth. Pp. 226, with 
illustrations. Price $15.00. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. 
Louis 3, 1960. 


OUTLINE OF FRACTURES INCLUDING 
JOINT INJURIES. By John Crawford Adams, 
M.D. (London), F.R.C.S. (England), Consult- 
ant Orthopaedic Surgeon, St. Mary’s Hospital, 
London, and St. Vincent’s Orthopaedic Hospital, 
Pinner; Assistant Editor, Journal of Bone and 
Joint Surgery. Ed. 3. Cloth. Pp. 268, with illus- 
trations. Price $6.50. E. & S. Livingstone Ltd. 
The Williams & Wilkins Company, exclusive 
U.S. distributors, 428 East Preston Street, 
Baltimore 2, 1960. 


THE TRANSPLANTATION OF TISSUES 
AND ORGANS. By Michael F. A. Woodruff, 
M.D., M.S. (Melb.), F.R.C.S., F.R.C.S.E., 
F.R.A.C.S., Professor of Surgical Science in 
the University of Edinburgh; Surgeon-in-Charge, 
The Royal Infirmary, Edinburgh; formerly 
Ralph Barnett Professor of Surgery in the Uni- 
versity of Otago, Dunedin, New Zealand. Cloth. 
Pp. 777, with illustrations, Price $25.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 
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f are your Hypertensives troubled with 
Patients Treated with Harmonyl, 


What is this daytime therapy? It is the daytime use 
of Meprotabs (meprobamate) to stop nervous ten- 
sions from building up to the point where they keep 
the patient awake at night. 


Has it been thoroughly studied? Yes. Over 20 pub- 
lished clinical reportst have proved that the daytime 
use of meprobamate is very effective in relieving in- 
somnia. Many investigators have found it an excel- 
lent substitute for barbiturates. 


~ i) WALLACE LABORATORIES / Cranbury, N. J. 


CmMT-3712 


When the nervous insomniac 
needs help in relaxing tensions 
that torment sleep 


Daytime therapy for tension insomnia 
avoids “knockout” pills at night 


What are its chief advantages? It eliminates the 
need for the “knockout” hypnotics at bedtime. The 
patient is relaxed and drifts easily into a sound sleep 
whenever he wants to. Meprotabs allows the patient 
to awaken alert and refreshed. There is no mental 
fogginess to confuse the patient at work. 


Dosage: 1 tablet t.i.d. with last tablet at bedtime. 

Supplied: White, coated 400 mg. tablets of meprobamate; 
bottles of 50. 

tBibliography available on request. 


meprobamate tablets 
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THE AMERICAN OSTEOPATHIC ASSOCIATION 


| | | 


for graduate training made available through the cooperation of 


Continuing progress in American medicine 
depends how well today’s young physicians 
are fitted for the challenging tasks that lie 
ahead. Knowledge and skill must be developed 
in every possible way. 


In support of this position, Mead Johnson 
& Company makes available annual awards 
to osteopathic physicians for fellowship train- 
ing in the fields of general practice and certain 
specialties. 

In 1961, nine $1,000 awards will be made: 
three in general practice; two in pediatrics; 
two in obstetrics and gynecology; and two 
in internal medicine. Training is to be taken 


MEAD JOHNSON & COMPANY 


in an osteopathic college or college-affiliated 
hospital. 


Grants are available to osteopathic graduates 
of 1957, 1958, 1959, and 1960. Application 
forms may be secured from the American 
Osteopathic Association, 212 E. Ohio Street, 
Chicago 11. Completed forms must be returned 
to the Association by May 1. 


The Association administers this program 
through its Committee on Mead Johnson 
Grants. Mead Johnson & Company, in keep- 
ing with its policy, limits its participation solely 
to the provision of funds. 
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VALVULAR DISEASE OF THE HEART 
IN OLD AGE. By P. D. Bedford, M.D., 
M.R.C.P., Consultant Physician to the Cowley 
Road Hospital, Oxford; and F. I. Caird, D.M., 
M.R.C.P., Medical Registrar; lately Senior 
House Physician, Cowley Road Hospital, Oxford. 
Cloth. Pp. 194, with illustrations. Price $7.50. 
J. & A. Churchill, Great Britain. Little, Brown 
& Company, exclusive U.S. distributors, 34 
Beacon Street, Boston 6, 1960. 


THE CUTANEOUS MANIFESTATIONS OF 
THE BENIGN INFLAMMATORY RETICULO- 
SES. Edited by Samuel M. Bluefarb, B.S., M.D., 
F.A.C.P., Associate Professor of Dermatology, 
Northwestern University Medical School; At- 
tending Dermatologist and Chairman, Depart- 
ment of Dermatology, Cook County Hospital; 
Attending Dermatologist, Veterans Administra- 
tion Research Hospital; Senior Attending Staff, 
Chicago Wesley Memorial Hospital, Chicago, 
Illinois. Cloth. Pp. 408, with illustrations. Price 
$14.00. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1960. 


POSITIVE HEALTH OF OLDER PEOPLE, 
Edited by Betsy Marden Silverman. Paper. Pp. 
131. Price $2.25. The National Health Council, 
1790 Broadway, New York 19, 1960. 


THE PATHOLOGY OF CEREBRAL PALSY. 
The Causes and Underlying Nature of the 
Disorder. By Abraham Towbin, M.D., formerly, 
Fulbright Research Scholar, Neuropathology In- 
stitute (Deutsche Forschungsanstalt f. Psychia- 
trie; Max-Planck-Institut), Munich; formerly, 
Associate Professor of Pathology, Ohio State 
University. Cloth. Pp. 206, with illustrations. 
Price $8.00. Charles C Thomas, Publisher, 


301-327 East Lawrence Avenue, Springfield, 


CLINICAL DISORDERS OF THE PUL- 
MONARY CIRCULATION. Edited by Raymond 
Daley, M.A., M.D. Camb., F.R.C.P.; John F. 
Goodwin, M.D, Lond., F.R.C.P.; and Robert E. 
Steiner, M.D.N.U.L, M.R.C.P., D.M.R., F.F.R. 
Cloth. Pp. 364, with illustrations. Price $14.00. 
J. & A. Churchill, Great Britain. Little, Brown 
& Company, exclusive U.S. distributors, 34 
Beacon Street, Boston 6, 1960. 


RADIOISOTOPE MEASUREMENT IN NU- 
CLEAR MEDICINE. By Frank H. Low. Paper. 
Pp. 67, with illustrations. Price $2.50. Picker 
X-Ray Corporation, 75 Varick Street, New York 
City, 1960. 


MOTOR EXAMINATION OF PERIPHERAL 
NERVE INJURIES. By Y. T. Oester, M.S., 
Ph.D., M.D., Professor of Pharmacology, Stritch 
School of Medicine, Loyola University, Chicago, 
Illinois; and John H. Mayer, Jr., M.D., F.A.C.S., 
formerly Captain, Neurosurgical Service, Percy 
Jones General Hospital, Battle Creek, Michigan. 
Cloth. Pp. 89, with illustrations. Price $5.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


CLINICAL ORTHOPAEDICS. Number 18. 
By Anthony F. DePalma, Editor-in-Chief. Cloth. 
Pp. 293, with illustrations. Price Single Number: 
$7.50. Sustaining Subscription: $6.00 per issue. 
J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1960. 


Ciba Foundation Sy i HAEMOPOIE- 
SIS. Cell Production and its eee Editors 
for the Ciba Foundation: G. E. W. Wolsten- 


holme, O.B.E., M.A., M.B., M.R.C.P.: 
Maeve O’Connor, B.A. Cloth. Pp. 490, with 
illustrations. Price $11.00. Little, Brown & 
Company, 34 Beacon Street, Boston 6, 1960. 


BLEEDING SYNDROMES. A Clinical Man- 
ual. By Oscar D. Ratnoff, M.D., Associate Pro- 
fessor of Medicine, Western Reserve University 
School of Medicine; Career Investigator, Ameri- 
can Heart Association, Cleveland, Ohio. Cloth. 
Fp. 287, with illustrations. Price $8.50. Charles 

C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


LIGHT COAGULATION. By Gerd Meyer- 
Schwickerath, M.D., Chief, Municipal Eye 
Clinic, Essen; Professor of Ophthalmology, Uni- 
versity of Bonn; and Translated by Stephen M. 
Drance, M.B., F.R.C.S. (Eng.), Associate Pro- 
fessor of Ophthalmology, University of Saskatche- 
wan, Saskatoon, Canada. Cloth. Pp. 114, with 
illustrations. Price $9.50. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. 
Louis 


SCIENCE PROJECTS .HANDBOOK. Edited 
by Shirley Moore, Science Clubs of America. 
Paper. Pp. 254, with illustrations. Price $.50 
(Add 5 cents for packing for single copy or- 
ders). Science Service, 1719 North Street N.W., 
Washington 6, D.C., 1960. 


DYNAMIC PSYCHIATRY IN SIMPLE 
TERMS. By Robert R. Mezer, M.D., Assistant 
Professor of Psychiatry, Boston University Medi- 
cal School, and Associate Visiting Physician in 
Psychiatry, Massachusetts Memorial Hospitals. 
Ed. 2. Paper. Pp. 178, with illustrations. Price 
$2.75. Springer Publishing Company, 44 East 
23rd Street, New York 10, 1960. 
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Of 408 Hypertensive and Mixed Anxiety 
Patients Treated With Harmonyl, only 6 
—1.5%—Reported Depression, 
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Nasal Congestion in 


Drug Treatment 


of Hypertension 


Of 446 Hypertensive 
and Mixed Anxiety Patients 


2.7% —Reported Nasal Congestion 


Treated With Harmonyl®, only 12—~ 


Presented are notes from four clinical studies. 
Harmony] was used as sole agent of therapy by 446 
mixed hypertensives, and patients with mild func- 
tional / psychiatric disorders. Only 12 reported 
nasal congestion concurrent with therapy—an in- 
cidence of 2.7%. 

Study #1. Two hundred and eighty-three patients 
treated in private practice, at hospital outpatient 
clinics, and in office psychiatric practice. Average 
initial dosage of Harmony] was 0.1 mg. to 0.25 mg. 
three or four times daily. No patient received more 
than 6 mg. daily. Two reports of nasal congestion. 


Study #2. Eighty patients with benign essential hy- 
pertension were studied via “double-blind” method. 
Mean daily dosage of Harmony] was 0.25 mg., with 
a minimum dosage of 0.1 mg. and a maximum of 
0.5 mg. daily. Eight reports of nasal congestion. 
Study #3. Forty patients with hypertension and anx- 
iety neurosis ... from mild to moderately severe. 
Half of the group had received other antihyperten- 
sive agents at one time or another; these were dis- 
continued before and throughout the study. Usual 
dosage of Harmony] was 0.1 mg. three times daily 
after meals. Sometimes an additional dose was 
taken at bedtime. One report of nasal congestion. 
Study #4. Forty-three patients with tension and 
anxiety problems typical of those seen in general 
practice. Studied by “double-blind”’ method. Dos- 
age was 0.25 mg. Harmony] three times daily. One 
report of nasal congestion. 

These and other investigators have noted that 
the side-effects seen with Harmony] therapy are 
almost always mild and generally will not interfere 
with the patient’s work or living habits. 


1. Billow, B.W. et al., The Use of a New Rauwolfia Derivative, Deserpi- 
dine, in Mild Functional Disturbances and Office Psychiatry, N.Y. J. 
Med., 59:1789, May, 1959. 

2. Winsor. T., Comparative Effects of Various Rauwolfia Alkaloids in Hy- 
pertension, Diseases of the Chest, 35:415, April, 1959. 

8. Rawis, W.B. and Evans, W.L. Jr., Clinical Experiences with Deserpi- 
‘dine in the Management of Hypertension and Anxiety Neurosis, N.Y. 
J. Med., 59:1774, May, 1959. 

4. Frohman, I.P., Tranquilizers in General Practice and Clinical Evalua- 

tion of Deserpidine, An Alkaloid of Rauwolfia Canescens, Med. Ann. 

District of Columbia, 27:641, December, 1958. é 
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NEW LIPPINCOTT BOOKS TO 
IMPLEMENT YOUR PRACTICE . . . 


MANUAL OF CLINICAL 
BACTERIOLOGY 


By ALEXANDER KIMLER, Ph.D., Supervisory Bacteriolo- 
gist, Laboratory Aids Branch, Division of Research Serv- 
ices, National Institutes of Health, Bethesda, Maryland. 


At last—a book that approaches bacteriology as an ab- 
sorbing subject, rather than as a dull review of mor- 
phologic and culture characteristics. It takes a practical 
step-by-step attitude toward the isolation and identifica- 
tion of the pathogenic bacteria; follows the clinical 
specimen through smear, culture, and other technics nec- 
essary for final identification. Diagrammatic flow and time 
interval charts, included wherever feasible, help to pro- 
duce confidence and skill in the student, help shorten the 
learning process. Identification criteria of most pathogens 
are grouped together; “profiles” of organisms give perti- 
nent differential characteristics, offer ready reference. An 
outstanding feature of this book is the inclusion of alter- 
nate blank pages to provide space for individual adap- 
tation at the source of instruction. 


196 Pages 41 Illustrations NEW, 1961 
Paperbound $4.75 

CLINICAL TOXICOLOGY 

Polson & Tattersall. 589 Pages. 1961. $10.00. 


ORTHOPAEDIA: 


Or, The Art of Correcting and Preventing Deformities in 
Children. Andry. 571 Pages, 14 Illustrations. Photographic 
Reproduction of the First English Edition of 1743. NEW 
EDITION, 1961. Two Volumes, Boxed, $10.00. 

NEW AND NONOFFICIAL DRUGS 1961 


849 Pages, 54 New Monographs. $4.00. 


AMERICAN DRUG INDEX 1961 
Wilson & Jones. 791 Pages. $6.75. 


CLINICAL ORTHOPAEDICS +18 

—Internal Derangement of the Knee Joint. 293 Pages, 
163 Figures and 27 Tables. Single Copy: $7.50. Sustain- 
ing Subscription: $6.00 per Volume (3 published annually). 
CARE OF THE WELL BABY 

Shepard. 224 Pages, 31 Illustrations. Paperbound. NEW, 
1960. $3.25. = 

DIABETIC CARE IN PICTURES 

R thal & R thal. 237 Pages, 137 Figures, including 
12 Color Plates. NEW 3rd Edition, 1960. $4.50. 

SEA WITHIN: 


The Story of Our Body Fluid. Snively. 150 Pages, 55 Illus- 
trations. NEW, 1960. $3.95. 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Philadelphia 5, Pa. 
In Canada: 

4865 Western Avenue, Montreal 6, P.Q. 
Please send me the books indicated by numbers 
circled below: 


NAME. 

ADDRESS_ 

CITY. 
0 Charge (J Convenient Monthly Payments 

© Payment Enclosed JAOA 2-61 
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Changes of address 


Betterman, Mark S., from Bay Village, Ohio, to 2122 El 
Segundo Blvd., Gardena, Calif. 

Betts, George P., from 16 State St., to 10 Falvey St., 
Bangor, Maine 

Brainerd, Robert D., from Fremont, Iowa, to Lu Verne 
Clinic, Box 208, Lu Verne, Iowa 

Bratkowski, Henry Ray, from 12 High St., to 715 W. Mc- 
Carty St., Jefferson City, Mo. 

Brooks, John E., from 532 Wood St., to 180 Greenville 
Ave., Clarion, Pa. 

Burton, Lionel G., from Portland, Ore., to Box 297, San 
Marcos, Calif. 


Carlsen, Richard A., from Gold Hill, Ore., to 4404 S. E. 
104th St., Portland 66, Ore. 

Carter, P. L., from Frederick, Md., to 69 "au agua Drive, 
Inlet Shores, New Smyrna Beach, Fla 

Ciavatta, Vitale G., from Orange, N. J., ‘to 482 Ridgedale 
Ave., Hanover, N. J. 

Coan, Paul  $ from Ulm, Donau, Germany, to Krankenhaus 
R. D. Isar, Munchen, Germany 

Corcanges, T., from 6137 Blue Ridge Blvd., to Raytown 
Plaza Medical Bldg., Raytown, Mo. 

Cosentino, Joseph P., from Jackson, Calif., to 5352 Auburn 
Blvd., Sacramento 21, Calif. 

Cuellari, Frank, from Caldwell, N. J., to 180-12 Eagle 
Rock Road, Roseland, N. J. 

Cummings, Donald L., from 1371 Plainfield Ave., N. E., to 
1922 Division Ave., S., Grand Rapids 7, Mich. 

Cunningham, Paul J., from 5681 Jim Daly Road, to 5681 S. 
Beech Daly Road, Dearborn, Mich. 


D’Alonzo, Albert F., from Elkins Park, Pa., to 2225 Spring 
Garden St., Philadelphia 30, Pa. 

Daniels, Stanley E., from Seagoville, Texas, to 14805 De- 
troit Ave., Lakewood 7, Ohio 

Demetriou, Chris, from 3111 Red Bluff Road, to 1209 
Deepwater, Box 1217, Pasadena, Texas 

Dewberry, Robert W., from 2500 Glendale Blvd., to 500 
East View Drive, Los Angeles 42, Calif. 

Disch, Richard Carl, from North Ridgeville, Ohio, to Grand- 
view Hospital, 405 Grand Ave., Dayton 5, Ohio 
Duncombe, Ruth C., from Columbus, Ohio, to Chicago 

Osteopathic Hospital, 5250 S. Ellis Ave., Chicago 15, 


Ill. 
Dunworth, Leonard L., from 1427 Detroit St., to 915 W. 
Pasadena Ave., Flint 4, Mich. 


Elliott, Kenneth A., from Waterloo, Iowa, to 312 Carver 
Bldg., Fort Dodge, Iowa 

Erhardt, Fred H., from 2340 S. W. 29th St., to 5900 S. 
Pennsylvania Ave., Oklahoma City 19, Okla. 


Greenburg, Benjamin, from Los Angeles, Calif., to 151 E. 
Avenue “J”, Lancaster, Calif. 

Gushwa, Richard L., from Ralls, Texas, to Muleshoe Hos- 
pital & Clinic, Muleshoe, Texas 


Haley, Richard K., from Springfield, Mo., to Cassville, Mo. 

Harakal, John H., Jr., from 6621 Snider Plaza, to 6619 
Snider Plaza, Dallas 5, Texas 

Heck, E. Hugh, Jr., from 525 W. Austin Ave., to 6514 Sally 
Court, Flint 5, Mich. 

Helak, Henry J., from Mullens, W. Va., to 2511 Rio Grande 
Blvd., N. W., Albuquerque, N. Mex. 

Herman, Grant W., from 1401 Kipling St., to 1465 Kipling 
St., Lakewood 15, Colo. 


DISO. 


STOBION 


LABORATORIES, 


These six medications have demonstrated through clinical trials. in countless patients, outstanding 


Oto 


3.5 mg. neomycin (from sulfate) and 50 mg. sodium propionate per cc. 


Antibiotic /Antifungal EAR DROPS 
“Better results than ever before...” in 
OTITIS EXTERNA & CHRONIC OTITIS MEDIA 


() 


Liakia 


PURE ANTIHISTAMIME) 


lacebo level 


Aspergum 


+ physiologic pH + relieves pain - does not distort otic 
landmarks + virtually nonsensitizing and nonirritating 


- controls infection - reduces exudation + stops pruritus — 


Available in 15 cc. dropper bottles. 
"Lawson, G. W.: Postgrad. Med. 22:501 (Nov.) 1957 


SOOTHES SORE THROATS 
Available in handy pocket-packs of 16 and bottles of 36. 


A-184 


WHITE LABORATORIES, INC./ Kenilworth, New Jersey 


i YOUR ALLEPAIC PATIENT REMAINS 
94.7% effectiven: fects at 
-CHRONOT ABSSustair :)4 mo. and mo. bottles | 0 


Otobione 


ANTI- Sterile EAR DROPS 


isophrol 


Ol ) 


Physiologic pH 
Effective relief in 82% of 3334 cases* of external otitis, chronic otitis media 
and chronic mastoiditis with otorrhea. FORMULA: Prednisolone acetate, 5 mg., 
neomycin (from sulfate), 3.5 mg. and sodium propionate, 50 mg. per cc. Available in 
5 cc. bottles with “steri-sealed” dropper. “Case reports on file, White Laboratories, Inc. 


For oropharyngeal infections... 
“A BACTERIOSTATIC 
BATH’’” Releases a soothing flow of 

saliva that bathes sore throats with 

effective antibiotic and analgesic 

PROTECTS AGAINST SECONDARY HEMORRHAGE medications. Nonirritating and virtu- 

FOLLOWING TONSILLECTOMY: nonsensitizing. Always a useful 

reduces.local postoperative pain and adjunct to systemic therapy. 

FORMULA: Each troche contains Neomyein, 
musele spasm 


4 3.5 mg, Gramicidin, 0.25 mg., and Propesin, 
+ speeds resumption of normal diet by 2.0 mg. Available in packages of 10 and 20. 
lessening postoperative discomfort 


> 


WHITE LABORATORIES, INC. Kenitworth, New 
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| In nasal congestion and rhinorrhea due | 
Sl “a to head colds, allergies and sinusitis — 
Decongests Nasal and Sinus Passages... ie 
Dries Mucous Seoretions! 
A sensibly simple formula: Disomer (dexbromphen- 
iramine maleate) 2 mg. d-isoephedrine sulfate 

60 mg. Available in bottles of 100 scored tablets. oe 

| 


® 
relieves pain, 
muscle spasm, 


nervous tension 
rapid action » non-narcotic +» economical’ 


“We have found caffeine, used in combination with acetylsalicylic acid, 
acetophenetidin, and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Fiorinal Tablets — Each tablet contains: Sandoptal (Allylbarbituric Acid N.F. X) 50 mg. (% gr.), 
caffeine 40 mg. (% gr.), acetylsalicylic acid 200 mg. (3 gr.), acetophenetidin 130 mg. (2 gr.). 
Dosage: 1 or 2 tablets every 4 hours, according to need, up to 6 per day. SANDOZ 
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Hickman, LaMoyne W., from Los Angeles, Calif., to 819 
S. Denver Ave., Tulsa 19, Okla. 

Hixson, Heber, from Winter Park, Fla., to 116 Marcia Drive, 
Lake Harriet Estates, Maitland, Fla. 

Hospers, William D., from Detroit, Mich., to 24710 Rens- 
selaer, Oak Park 37, Mich. 


Johnson, Paul E., from Bay City, Mich., to Youngstown 
Osteopathic Hospital, 1319 Florencedale Ave., Youngs- 
town 4, Ohio ~ 

Johnson, William L., from Mount Hope, Wis., to Patch 
Grove, Wis. 

Jones, E. Gale, from 1412 21st St., to 26th St. & Grand Ave., 
Granite City, IIl. 

Jones, J. Bartley, from Archer City, Texas, to Fort Bend 
Clinic, Stafford, Texas 


Kelley, Robert Paul, from 2819 Laura Koppe Ave., to 2312 
Tidwell Road, Houston 16, Texas 


LaRiccia, Louis A., from Bay Village, Ohio, to 27712 Lorain 
Road, North Olmsted, Ohio 

Lewis, F. J., from 220% W. Lexington St., to 208 S. Osage 
St., Independence, Mo. 

Lincoln, Clara B., from 253 Lexington Ave., to 121 Tacoma 
Ave., Buffalo 16, N. Y. 

Lippold, Thomas H., Jr., from Mount Ayr, Iowa, to 111 W. 
Third Ave., Columbus 1, Ohio 

Lyons, Earl K., from Elkins, W. Va., to 149 W. Boston, 
Chandler, Ariz. 


Marx, Bertram H., from 644 E. Carpenter Road, to 1299 
W. Coldwater Road, Flint 5, Mich. 

Masters, Edwin C., from Masters-Merrill Clinic, to Masters 
& Masters Clinic, Advance, Mo. 

MeNichols, Lester R., from Fremont, Iowa, to 3335 W. 
McClellan Road, Phoenix, Ariz. 

Mertens, Ronald A., from Boston, Mass., to 405 S. Hunt- 
ington Ave., Jamaica Plain 30, Mass. 

Miller, Arnold S., from 1834 W. Market St., to 2260 Park- 
man Road, N. W., Warren, Ohio 

Modzinski, Leo, from San Diego, Calif., to 3851 Fourteen 
Mile Road, Warren, Mich. 

Moses, Charles H. M., Jr., from 1101 W. Broward Blvd., to 
3850 N. W. Seventh St., Fort Lauderdale, Fla. 

Muecke, O. R., from 4021 N. 24th St., to 6502 N. 35th 
Ave., Phoenix, Ariz. 


Neckles, Andrew P., Jr., from New York, N. Y., to 636 
Burke Ave., Bronx 67, N. Y. 

Nein, Daniel G., from Saco, Maine, to Waterville Osteo- 
pathic Hospital, 85 Western Ave., Waterville, Maine 

Niles, James E., from 2114 Boston Blvd., to bens W. Mount 
Hope Ave. Lansing 10, Mich. 

Norman, Harold A., from Grand Rapids, Mich., to 2825 N. 
Elder Lane, F ranklin Park, Ill. 


Pagliei, Nicholas R., from Philadelphia, Pa., to 24 E. Spring- 
field Road, Springfield, Pa. 

Pazak, William J., from Streetsboro, Ohio (P. O. Kent, 
Ohio), to 439 North St., Sharon, Pa. 

Pfeiffer, Georgianna, from 110% Broadway, to 8 South Ter- 
race, Fargo, N. Dak. 

Plasencia, Hugo, from Los Angeles, Calif., to 4113 Cathann 
St., Torrance, Calif. 

Poehner, John, from Tucson, Ariz., to Flint Osteopathic 
Hospital, Inc., 3921 Beecher Road, Flint 4, Mich. 


Reed, Walter G., Jr., from Ardmore, Okla., to 5900 S. 
Pennsylvania Ave., Oklahoma City 19, Okla. 

Rubin, Morton L., from 949 E. Godfrey Ave., to 1822 E. 
Allegheny Ave., Philadelphia 34, Pa. 

Ruffino, Gasper F., from Highland Park, Mich., to 30425 
Avon Court, Garden City, Mich. 

Russo, Charles P., from Des Moines, Iowa, to 3037 25th 
St., Port Arthur, Texas 
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in psoriasis 


Alphosyl. 


allantoin and special coal tar extract 


widely prescribed 


clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.”” In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“...every patient manifested 

some favorable response.” 


1. Welsh, A. L.: Report, Conference on the Management 
of Chronic Dermat Ui y of Ci 
College of Medicine, Cinci i, Ohio, N 
Available: Alphosy! Lotion in 8 oz. bottles. 


REED & CARNRIECK | Kenitworth. New Jersey 


ber 4-5, 1959. 


allantoin/hexachlorophene/special coal tar extract 


CREAM AND SHAMPOO 
CLEARS SCALP SEBORRHEAS 
FROM CRADLE CAP TO DANDRUFF 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains more 
than 5000 nephrons. It is easy to see why a small 
abscess or edema in this area may occlude a por- 
tion of the papilla or the collecting ducts and may 
produce a functional impairment far in excess of 
that encountered in much larger lesions in the 
cortex.” 

The “exquisite sensitivity”? of the medulia to 
infection (as compared with the cortex), highlights 
the importance of obstruction to the urine flow in 
the pathogenesis of pyelonephritis. “There is good 
cause to support the belief that many, perhaps. 
most, cases of human pyelonephritis are the result 
of infection which reaches the kidney from the 
lower urinary tract.”’ 


to eradwate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration ¢ Glomerular filtration plus tubular excretion ¢ Rapid antibacterial 
action @ Broad bactericidal spectrum @ Free from resistance problems @ Well tolerated—even after 
prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & Med. 30:406, 
1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


@ NITROFURANS—a unique class of antimicrobials ; 


EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 


| 
{ 
: 
GG, 
A 188 : 


Therapeutic vitamins in the “therapeutic” jar 


High potency water-soluble vitamins as contained in STRESSCAPS may solve the compli- 
cating nutritional problem in arthritics. As increased metabolic needs are intensified by 
established or progressive deficiencies, multiple vitamins adjunctive to primary therapy 
are justified.""* The decorative STRESSCAPS jar also helps resolve the problem of 
adherence to prescribed regimen ... reminding the patient of his one-capsule-daily. 


10 mg., Niacinamide 100 mg. 


Each capsule om) 300. Thiamine Mononitrate Gs) 10 mg. 
Bu 4 mcgm., alcium Pantothenate 


Ascorbic Acid (C) 300 mg., fg? HCI (By) 2 mg. Vitam 
mg., Vitamin K (Menadione) 2 mg. Average : 1-2 capsul ies "dal 


1. Robinson, W. D. Report to A.M.A. Council on Foods and Nutrition, J.A.M.A. 166:263 (Jan. 18) 1968. 2. Spies, T.D.: J.A.M.A. 
167:675 (June 7) 1968. ; 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 


STRESSCAPS 


Stress Formula Vitamins Lederle 


Eis 


ARTHRITIS 


— 
& 


237 cc. (8 fl. 02.) No. 3177X § 


SUCCINYLSULFATHIAZOLE— 
NEOMYCIN SUSPENSION 
with PECTIN: and KAOLIN 
CAUTION: Federal taw prohibits 
dispensing without prescription. j 
Merck Sharp & Dohme 


Division of Merck & Co, inc. 
Phitadeiphia, Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffective against 
certain diarrhea-causing organisms. 

SULFASUXIDINE, (succinylsulfathiazole )—an ideal adjunct to neomycin because it is highly effective 
against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce intestinal hyper- 
motility, help provide rapid symptomatic relief. 

For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


AND SUL! ARET OF MERCK & CO., INC, 


| 
CREMOMYC 
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now in threatened premature delivery 


Brand of piperidolate hydrochloride, hesperidin complex and vitamin C 


maintains gestation / increases fetal survival rate 


“Dactil has been used as a preventive meas- 
ure with great success and with no untoward 
effects.”" 


In a study of 618 pregnancies over a period 
of 4 years, premature births were reduced 
from 13.1% of 168 patients without Dactil 
to 4.7% of 450 patients with Dactil.? In the 
treated patients birth weights were increased. 


Dosage: 1 tablet q.i.d. from the beginning of preg- 
nancy in any patient with a history of previous 
difficulty. For more information send for Dactil-OB 
brochure. 


(1) Stephens, L. J.: Prevention of Premature Delivery: Am. J. Obst. 
& Gynec. 70:6 (June) 1958. (2) Stephens, L. J., in press. 72561 


LAKESIDE 
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YOU CAN 
give him a 


helping hand! 


Last year 136 loans, totalling a 
record $90,000, were provided 
to students in osteopathic col- 
leges. Loan funds are NOW de- 
pleted and THERE IS A WAIT- 
ING LIST! 


Six dollars of every ten contrib- 
uted will immediately go towards 
one—$750 loan to a qualified 
student . . . the balance to osteo- 
pathic research. 


IF YOU HAVE NOT ALREADY CONTRIBUTED TO OSTEOPATHIC 
EDUCATION AND RESEARCH THROUGH PARTICIPATION IN THE 
CHRISTMAS SEAL PROGRAM, PLEASE SEND YOUR CHECK TODAY! 


THE NATIONAL OSTEOPATHIC FOUNDATION, 212 East Ohio, Street, Chicago 11, Illinois 
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Saita, Harold S., from Vancouver, B. C., Canada, to Medical 
Park Royal, 24 Clyde, West Vancouver, B. C., Canada 

Sanders, H. W., from Walsh, Colo., to 117 N. Reynolds St., 
Alice, Texas 

Sauerbrun, Clifford A., from 620 N. Orange Ave., to 224 
Annie St., Orlando, Fla. 

Savioni, A. J., from Los Angeles, Calif., to 3534 Cody Way, 
Sacramento 25, Calif. 

Sexton, E. C., from Osage City, Kans., to 1534 Anacapa 
Drive, Camarillo, Calif. 

Sherman, Robert John, from Philadelphia, Pa., to 2117 Fair- 
view St., Allentown, Pa. 

Sirott, Stanley A., from Brea, Calif., to 328C N. Garfield 
Ave., Monterey Park, Calif. 

Slater, Wesley R., from Kansas City, Mo., to 819 S. Denver 
Ave., Tulsa 19, Okla. 

Smith, John Christopher, from North Hollywood, Calif., to 
6828% Camrose Drive, Hollywood 28, Calif. 

Smyk, Anthony, from Detroit, Mich., to 14325 Middlebelt 
Road, Livonia, Mich. 

Sorgenti, Robert Louis, from Dover, N. J., to 132-11 79th 
St., Ozone Park, L. I, N. Y. 

Stewart, Alvin J., from Roseville, Calif., to 1502 W. 221st 
St., Torrance, Calif. 

Stoops, Dale, from 112 N. Main St., to 200 N. Cass St., 
Berrien Springs, Mich. 


Taft, James E., from Overland Park, Kans., to 108 N. Clark 
St., Mexico, Mo. 


Terzigni, Bernard J., from 14427 Ashton, to Art Centre 
Hospital, 5435 Woodward Ave., Detroit 2, Mich. 

Trottman, John B., from Weleetka, Okla., to 5900 S. Penn- 
sylvania Ave., Oklahoma City 19, Okla. 

Tunnell, W. E., from Compton, Calif., to 2965 Carson St., 
Lakewood, Calif. 


Varidin, Plato E., from Leavittsburg, Ohio, to 2846 W. 
Market St., Warren, Ohio 


Weaver, Gerald L., from Chester, Pa., to 4 Kessil Hill Road, 
Lititz, Pa. 

Weiss, Sol, from Los Angeles, Calif., to 11279 San Pablo 
Ave., El Cerrito, Calif. 

Wicks, Howard, from 1240 Penn Ave., to 4701 Franklin 
Ave., Des Moines 10, Iowa 

Williams, William Miles, from 8019 Aurora Ave., to 8916 
Aurora Ave., Seattle 3, Wash. 

Wright, Russell M., from Highland Park, Mich., to Las Olas 
Hospital, 1516 E. Las Olas Blvd., Fort Lauderdale, Fla. 


Young, Clayton R., from Alva, Okla., to 2515 S. W. 59th 
St., Oklahoma City 19, Okla. 


Zawol, Leopold T., from South Bend, Ind., to 715 Morton 
St., Paris, Tenn. 

Zimmerman, Raymond J., from 1024 Badgerow Bldg., to 
4708 Morningside Ave., Sioux City 6, Iowa 


No. 831 Men's 
No. 832 Women’s 


VELCRO FASTENING 
ELASTIC RIB BELTS 


For comfortable, effective chest binding. Amazing 
new Velcro fastening material has tremendous holding 
power, yet separates easily for removal of belt. No 
buckles or shoulder straps necessary. Made 
of finest quality elastic with extra long. Velcro 
: fastening strips. $3.50 ea., $39.00 doz. 
Specify chest sizes when ordering. 
DePuy Manufacturing 
Co., Inc., Warsaw 
Indiana. Since 1895— 
the Standard of Quality 
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YOUNG'S 
RECTAL 
DILATORS 


For Rectal and Vaginal Use 


Rectally For: Gently stretch tight, spas- 
@ Spastic Constipation tic, or hypertrophic sphinc- 
@ Anal Stricture...Prolapse ters. Help train defecation 
© Post hemorrhoidectomy reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 
therapy. Infants: in flex- 
ible rubber. Children and 
Adults: in bakelite. 


Vaginally For: 


@ Dyspareunia 
@ Vaginismus 
@ Perineal Repair 


Send for Literature 
F. E. YOUNG AND COMPANY 


8057 Stony Island Ave., Chicago 17, Ill. 
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and no re orted contraindications : 


MERRELL | 01 


hunger contr an 1% CNS stimulation | 
diaes and hy of 100 and 1000; TEXCATE DosPa 
| anin, V. and Schlueter, E.: J. Lancet (in press). : 
| 


Applications for membership 


CALIFORNIA 
Lusby, aaa H., (Renewal) 314 S. Osage Ave., Ingle- 
w 


ILLINOIS 


Cunningham, John N., (Renewal) McCumber Bldg., Tuscola 
Waterbury, David A., (Renewal) 413 N. Market, Marion 


IOWA 


Leuty, Gerald J., (Renewal) 716 Main St., Earlham 
Barr, C. Henry, (Renewal) North Public Square, Fontanelle 


MISSOURI 
Bowden, W. K., (Renewal) 128 First St., Pleasant Hill 


NEVADA 
Farnham, G. M., (Renewal) General Delivery, Reno 


NEW MEXICO 


Evans, J. Deane, (Renewal) 2612 Monroe St. N. E., 
Albuquerque 
Hoermann, C. E., 
Albuquerque 
Shealy, Edward M., (Renewal) Box 6205, Albuquerque 


(Renewal) 2130 San Mateo, N. E., 


OKLAHOMA 
Dodge, John W., (Renewal) Box 227, Jones 


PENNSYLVANIA 


Goldberger, Fredric, (Renewal) 5131 Spruce St., Phila- 
delphia 39 
Katz, Harry R., (Renewal) 423 W. Queen Lane, Phila- 
delphia 44 


FOREIGN | 


UNION OF SOUTH AFRICA 


McNutt, Rose McBride, (Renewal) 26 East Ave., Clarendon 
Place, Johannesburg 


AUSTRALIA 


Philcox, Joan, 11, Delhi St., Bentleigh, S. E. 14, Melbourne, 
Victoria 


| RECOMMEND \ 


PARKELP 


Thousands use Parkelp, made 
of Pacific Sea Kelp harvested 
and processed by Philip R. 
Park, Inc. It’s one of the 
richest natural sources of lodine known. 
You can recommend Parkelp with con- 
fidence. 


A natural bulk laxative made of 
Pacific Sea Kelp. Brings gentle 
elimination by increasing intes- 
tinal bulk. 


PHILIP R. PARK, INC. 
Kelp Processors Since 1928 


Berth 42, Outer Harbor, San Pedro, Calif. 
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STATIONERY OF DISTINCTION 


Raised Letter PRINTING 


ll 


Your stationery, professional 
cards and envelopes can now 
have the luxury touch of 
thermographic raised-letter printing . . 


. coupled with the 
distinction and whiteness of Hammermill and Strathmore 
Bond papers. Embassy Print lends depth and feeling to 
printed work that is almost 3-dimensional — with a sharp, 
velvety-black appearance and quiet richness that profes- 
sional people prefer. The cost is extremely modest. 


THE COLWELL COMPANY, 265 Kenyon Road 
Champaign, lil. 


=) Please send me Colwell Catalog for Physicians 
PLUS Information Kit containing actual samples 
of Embassy Raised-Letter Printing. 


Record 
supplies and 
Professional 


Dr 


Address 


"CATALOG 


City State 
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In chronic and acute diarrhea 
the most effective symptomatic 
solution to the dual problem 


dual 


(polycarbophit-thinexinol methylbromide) tablets 
“The combi- 
nation [ SORBOQUEL] often alleviated 
diarrhea after other drugs, including 
opiates, had been ineffectual.”* 


fast FOR TOO FLUID FECES: 
action Four SORBOQUEL Tablets, the 


average daily dose, contain 2 Gm. 
of polycarbophil. This amount of 
this extraordinary macromolecular 


water-binding agent has a hydro- 
sorptive capacity of 240 cc. 


20 
3 
10 
= 104 
A: 196 


A 30-year-old male with chronic diarrhea of functional origin, 
characterized by marked intestinal hypermotility. With 
SORBOQUEL therapy, the diarrhea was well controlled. This 
24-hour film demonstrates combined antimotility action of thi- 
hexinol methylbromide and the hydrosorptive action of polycarbo- 
phil. (Note the particulate nature of the swollen polycarbophil.) 


FOR TOO FREQUENT EVACUATIONS: 

the superior, yet selective, nonopiate action of thihexinol methyl- 
bromide produces prompt and prolonged intestinal motor inhibition. 
With SORBOQUEL, ''the demonstrated inhibition of jejunal motility 
without a marked delay of gastric emptying is remarkable. In our 
experience, such selective depression of enteral motor activity has 
not been produced by other anti-peristaltic drugs.’’* 


CONVENIENT TABLET FORM: SIMPLE 
UNCOMPLICATED DOSAGE SCHEDULE 
dosage: For older children and adults, 
initial dosage of one SORBOQUEL Tablet 
q.i.d. is usually adequate. SEVERE DIAR- 
RHEAS MAY REQUIRE SIX, OR EVEN EIGHT, 
TABLETS IN DIVIDED DAILY DOSES. (Dos- 
ages exceeding six tablets a day should 
not be employed over prolonged periods. ) 
side effects: The incidence of side ef- 
fects at recommended dosage is negligi- 
ble. (The usual precautions when using 
parasympatholytic agents should be ob- 
served.) COMPLETE INFORMATION RE - 
GARDING THE USE OF SORBOQUEL TAB- 
LETS IS AVAILABLE ON REQUEST. 
supplied: SORBOQUEL Tablets, bottles of 
50 and 250. Each tablet contains 0.5 
Gm. polycarbophil and 15 mg. thihexinol 
methylbromide. 

*Winkelstein, A.: Am. J. Digestive Dis. 
34:524 (Nov.) 1960. additional bibli - 
ography: Hock, C.W.: Med. Times 88:320 
(March) 1960. Hock, C. W.: Am. J. Diges- 
tive Dis. (Nov.) 1960. Berkowitz, D.: Am. 
J. Digestive Dis. (Nov.) 1960. Seneca, 
H.: Am. J. Digestive Dis. (Nov.) 1960. 
Gilbert, A.S.; Schwartz, |.R., and Matzner, 
M. J.: Am. J. Gastroenterol. (Dec.) 1960. 
Gilbert, $.S.: Am. J. Digestive Dis. (Nov.) 
1960. Pimparker, B. D.; Paustian, F. F.; 
Roth, J. L. A., and Bockus, H. L.; Gastro- 
enterology, to be published. Roth, J. L. A.: 
Am. J. Digestive Dis. (Nov.) 1960, 
Grossman, A. J.; Batterman, R. C., and 
Leifer, P.: J. Am. Geriat. Soc. 5:187 (Fab.) 
1957. McHardy, G.; Browne, D.; McHardy, 
R.; Bodet, C., and Ward, S.: Am, J. Gastro- 
enterol. 24:601 (Dec. ) 1955. McHardy, G.: 
Am. J. Digestive Dis. (Nov.) 1960. 
Bercovitz, Z. T.: J. Am. Geriat. Soc. 5:940 
(Nov.) 1957. Reports to the Medical 
Department, White Laboratories, Inc. 


WHITE LABORATORIES, INC. + Kenilworth, New Jersey 
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this is... | this Is ... 
organic digestion NORMAGESTion 


Ptyalin 


Amylase 


Cellulase 


HCL |__ 
Pepsin | 


PROTEIN Protease 


CELLULOSE Cellulase 


Trypsin | : PROTEIN Protease 


Chymotrypsin | 


Amylase Amylase 
Lipase | | Lipase 
Bile |Bile Salts 


CELLULOSE 


Cellulase 


this is the new VM 61 


NORMAGEST 


The complete natural digestant that handles cellulose too! 
The digestant with standardized enzyme activity. 


50 Tablets. ....... 4.00 
100 Tablets....... 7.50 


EACH TABLET CONTAINS: 


2m 
Standardized (equivalent Pancreatin N.F. 300 mgs.) ...... 
mgs. 


MITAMINE RALS INC. 


GLENDALE 1, CALIFORNIA 


A 
A 
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before, 


after 
surgery 


KOAGAMIN, unlike other hemostatic 
agents, acts quickly in minimal dos- 
ages. Working on the late phases of 
the clotting mechanism, KOAGAMIN 
does not require massive and pro- 
longed pre- or postoperative dosages. 
Several million doses over twenty 
years, without reported toxic or un- 
toward effects, attest to its safety 
and value. 


KOAGAMIN, an aqueous solution of oxalic 
and malonic acids for parenteral use, is sup- 
plied in 10-cc. diaphragm-stoppered vials. 


Chatham Pharmaceuticals, Inc. 

Newark 2, New Jersey 

Distributed in Canada by Austin Laboratories, 
Limited, Guelph, Ontario 


KOAGAMIN* 


(parenteral hemostat) 


minimal 
dosage 
and 
maximum 
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suppresses acid cell label 


NACTON®... Has been shown to suppress gastric acid secretion for as long as 8 to 9 
hours.’ ‘*,..reduces the total output of gastric HCl by about 60%.”’? 


Decreases hypermotility of stomach and bowel.*’ 


Aids healing of peptic ulcer.*® 
Unusually low incidence of side effects.’ *? 


NACTON TABLETS...4 mg. 
Average effective dose: 
4 mg. three or four times daily 


Typical gastric secretory gland. 
A—chief cell (pepsin-producing). 
B—parietal cell (acid-producing). 

5 NACTON effectively inhibits gastric 
acid production by the parietal cells. 


References: 

1. Douthwaite, A. H., and Hunt, J. N.: Effect of ‘‘Nacton’’ in Patients with Duodenal Ulcer, Brit. Med.J. 1:1030-1034 (May 3) 1958. 2. Douthwaite, A. H.: The Development of the Treatment of Duodenal 
Ulcer, Proc. Roy. Soc. Med. 51:1063-1068 (Dec.) 1958. 3. Steigmann, F.: The Problems of Side Effects in Anticholinergic Therapy, to be published. 4. Grossman, M. |., and Tuttle, S. G.: Clinical 
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whether muscle spasm 
is caused by 


TRAUMA 
orflex 


relieves the muscle in spasm 
and the associated pain...exerts 
its action only at the site 

of need...without impairment 
of general muscle tonus. 
Daylong and nightlong relief 
provided by prolonged action. 


Dosage is the same for all adults, 1 tablet (100 mg.) b.i.d....no 
regardless of age, sex, or weight... confusing dosage adjustments. 
Available in bottles of 50 tablets. 


Northridge, California 


*U.S. Patent No. 2,567,351; other patents pending. 
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stop pain with Niipercainal 
(dibucaine CIBA) 
...For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 
Complete information sent on request. 


B.A 
SUMMIT, N. J. 


stop hemorrhoid pain with — 
NUPERCAINAL SUPPOSITORIES. 
exact dosage fast acting 
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